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Overall Abstract 
 
The purpose of the literature review was to examine the empirical evidence 
base for therapist effects. Specifically, the review focussed on the 
methodological issues associated with studying this phenomenon. Seventeen 
papers were identified that focussed on comparing quantitative treatment 
outcomes of psychotherapists, nine of which utilised the recommended analytic 
strategy for examining therapist effects, multi-level modelling. Fifteen of the 
papers found positive evidence for the existence of therapist effects and the 
methodological strengths and weaknesses of the papers are discussed. 
 
The purpose of the research report was to examine whether therapist effects 
existed in a sample of Psychological Wellbeing Practitioners (PWPs) operating 
at step two of the Improving Access to Psychological Therapies programme. A 
mixed methods approach was employed, utilising quantitative analysis of 
electronic client data and PWP measures, and qualitative analysis of interview 
data from PWPs and their supervisors. Outcome data was analysed using multi-
level modelling, which resulted in the finding that almost 9% of the variance in 
outcome scores was attributable to PWPs. Rankings of PWPs were created 
from the MLM results and the most effective PWPs were found to have higher 
rates of resilience than less effective PWPs. Qualitative analysis showed that 
the more effective group of PWPs described approaching their work in a 
confident and organised manner, and appeared to be at a more advanced 
practitioner developmental level than PWPs in the less effective group.  
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Chapter 1: Literature Review 
 
 
 
 
 
 
The impact of individual therapists on psychotherapy outcome: A review and 
synthesis  
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Literature Review Abstract 
 
Objective: The objective of this review was to examine the published literature 
on therapist effects. Specific focus was given to the methodologies used by 
such studies, in order to determine the appropriateness of methods and analytic 
strategies utilised in empirical studies of therapist effects. 
 
Method: A search of the literature was carried out using electronic databases 
and visual search strategies. Following the application of inclusion/exclusion 
criterion, a grand total of 17 studies of therapist effects were included in this 
review. Studies were reviewed based on their design of Randomised Controlled 
Trial; Non-Randomised Trial or Routine Outcome Study and were further 
subdivided based on their use of either single-level or multi-level analysis 
 
Results: Fifteen of the seventeen studies reviewed found evidence of variability 
in therapist outcomes. The studies varied in their methods of assessing 
therapist effects. Methods included ranking therapist outcomes, creating and 
comparing more and less effective therapist groups, and examining the 
percentage of the variance in outcomes attributable to therapists. The latter 
method resulted in percentages ranging from 0 to 17% in the four studies that 
utilised this method.  
 
Conclusions: The majority of studies support the existence of therapist effects. 
Multi-level modelling provides the most appropriate statistical analysis for 
examining therapist effects as it accounts for the “nested” nature of the data.  
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1. Introduction 
The dominant approach that largely drives efforts to improve the effectiveness 
of psychological therapies focuses on the development of treatments (i.e., 
psychological interventions) for specific clinical presentations. This approach is 
a response to the need to ensure that effective treatments are available for the 
range of diagnostic presentations. Delivery of these treatments is supported by 
clinical guidance from the National Institute for Health and Clinical Excellence 
(NICE). Overall, these components support activity that focuses on process – 
that is, in the event of diagnosing a specific clinical presentation, the clinical 
guidelines will indicate an evidence-based intervention that is the treatment of 
choice. Accordingly, standards of service delivery are achieved by ensuring that 
specific clinical presentations are matched with the treatment of choice as 
determined by NICE guidance.  
 
By contrast, current government documents prompt movement towards an 
outcomes approach or framework, whereby the key indicator is outcome for the 
patient rather than the process of delivering a specific intervention (e.g., 
Payment by results, Department of Health, 2011). This shift in focus 
necessitates considering factors that might reasonably contribute to or influence 
outcomes. Among these would be therapists (or practitioners), as it seems 
unlikely that all practitioners would, or could, be equally effective. This 
proposition has been reflected in two separate strands of research activity. The 
first strand focuses on the substantive question of whether some practitioners 
are more effective than others and, if so, why.  The second strand captures the 
methodological issues and debates associated with how best to establish the 
presence of practitioner effects. 
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1.1  Effective therapists 
The drive to test the efficacy of specific psychotherapeutic modalities as 
described above has resulted in a comparative lack of research focussing on 
individual therapists (Lambert & Okiishi, 1997). However, a large body of 
research literature attests to the broad equivalence of outcome across 
modalities and that therapeutic techniques are not strongly linked to client 
improvement (Lambert & Bergin, 1994; Lambert & Okiishi, 1997; Smith, Glass, 
& Miller, 1980). Researchers, therefore, have attempted to examine other 
factors associated with client change. These include client and therapist 
characteristics, common factors across modalities, and critical external events – 
all of which have shown some degree of association with client improvement 
(Lambert & Bergin, 1994).  
 
As these investigations have proved inconclusive, some researchers have 
argued for a greater emphasis on researching therapists’ contribution to 
outcome in order to further our understanding of crucial change factors 
(Lambert, 1989).  This shift in research strategy places an emphasis on 
evaluating the performance of individual therapist outcomes rather than on 
therapist characteristics (e.g., age, gender) and process measures (Luborsky, 
McLellan, Diguer, Woody, & Seligman, 1997). Lambert (1989) reviewed studies 
of therapists’ contribution to outcome and concluded: “there is empirical support 
for the notion that the individual therapist can have a substantial effect on 
process and outcome” (p.480). However, it was noted that the review contained 
a small number of articles and that methodological limitations may have 
produced error variance rather than therapist effects (Lambert, 1989). This has 
led critics to argue that the phenomenon of therapist effects may be due to 
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methodological issues rather than a true effect of therapist difference (Elkin et 
al., 2006).  This leads to the second strand of work, namely method. 
 
1.2  Methodological issues 
Martindale (1978) first reported concerns about the design and analysis of 
psychotherapy outcome data that did not consider the therapist variable. It was 
argued that if findings of psychotherapy outcome studies were to be generalised 
to populations of clients and therapists, then therapists must be treated as a 
random, rather than fixed, factor in research studies. Intuitively it may seem 
more appropriate to treat therapists as a fixed factor, as these are factors 
specifically chosen by the research team and not sampled from a population. It 
would be very difficult to randomly select a sample of therapists for inclusion in 
a research trial, leading some researchers to argue that treating therapists as 
fixed effects is more appropriate (Siemer & Joormann, 2003). However, fixed 
effects assume equivalency of therapists and evidence suggests that there are 
differences between them (e.g., Lambert, 1989). It has therefore been argued 
that therapists should be treated as a random factor in such analyses to 
account for differences, even though this sampling is not strictly random (Crits-
Christoph & Mintz, 1991).  
 
The psychotherapy outcomes literature was reviewed by Martindale (1978) and 
again by Crits-Christoph and Mintz (1991) to examine the methodologies and 
statistical analyses used by such studies. They found that in the majority of 
studies, therapists were treated as fixed effects and only small numbers of 
therapists were included in the samples. It was concluded, therefore that most 
studies adopted inappropriate statistical analyses to accurately examine 
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therapist effects and were likely to contain a high proportion of type I errors. 
(Martindale, 1978 and Crits-Christoph & Mintz, 1991). Based on this evidence, 
Martindale (1978) suggested that therapists, as well as patients, must be 
considered when analysing treatment outcome studies. 
 
Traditional models of statistical analysis used in therapist effects studies have 
also been criticised because they ignore the hierarchical nature of the data 
(Kim, Wampold & Bolt, 2006). Client and therapist populations are not 
independent – that is clients are nested within individual therapists who may 
vary in their levels of effectiveness. If groups of clients are treated by different 
therapists, it is necessary to consider whether these therapists had an effect on 
their group of clients’ outcome.  
 
The recent development of complex analyses strategies have provided 
researchers with an alternative to traditional analyses that ignore this nested 
data, namely multi-level modelling (MLM; also called hierarchical linear 
modelling).  This is a statistical technique that allows data to be analysed on two 
levels of client and therapist, thus taking into account the nested, multi-level 
nature of such data (Soldz, 2006). Although there is no formal power analysis 
for using MLM, a recommendation has been made for inclusion of a minimum of 
30 therapists each treating 30 clients for a two level model, in order to ensure 
reliable results (Soldz, 2006). 
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1.3  The current review 
In light of the two strands of literature relating to (a) the effective practitioner and 
(b) methodological issues, the purpose of the current review is to review and 
appraise the published therapist effects research since Lambert’s (1989) paper 
in order to determine the current status of the empirical evidence for the 
contribution of therapist effects to treatment outcome. This review will focus on 
two main questions: (1) what research designs and methodologies have been 
used to study therapist effects? (2) when an appropriate methodology has been 
used, do therapist effects exist?  
 
2. Method 
2.1 Identification of Studies 
A literature search was conducted using electronic databases accessed through 
OvidSP including PsycInfo (1806-July week 1 2011), and Ovid MEDLINE  (1948 
to July week 1 2011) and through Web of Knowledge including Web of Science 
(1899-2011); BIOSIS Previews (1969-2011) and MEDLINE (1950-2011). The 
last search was dated 16th July 2011. The initial search strategy used the term 
“therapist effects” as a “key word,” “in topic” or “in title” to target articles 
specifically examining this phenomenon. The search yielded a total of 2,130 
articles. 
 
A wider search was then conducted to ensure inclusion of all relevant papers. 
Electronic search terms used were within “key word” or “in topic” and consisted 
of: (1) “therapist” OR “psychological therapist” OR “counsellor” OR “counselor” 
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OR “psychologist” OR “psychotherapist” and (2) “treatment outcomes” OR 
“outcome” OR “effectiveness”.  This search strategy yielded 16,483 articles. 
 
Both searches (i.e., therapist effects and the wider search) were combined 
using the selection “OR” and limited to articles in peer reviewed journals, written 
in English, published since 1989, and using adult samples. This resulted in 
8,234 articles.  
 
2.2 Selection of Studies 
2.2.1  Inclusion Criterion 
Studies selected for the review had to meet the following inclusion criterion:  
a. published in a peer reviewed journal 
b. published since 1989 
c. written in English  
d. adult participants 
e. empirical study examining quantitative treatment outcomes 
f. treatment provided by a psychological therapist.    
 
2.2.2  Exclusion criterion 
Studies were excluded from the review if they met the following exclusion 
criterion: 
a. not published in a peer reviewed journal 
b. published before 1989 
c. not written in English 
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d. no primary focus on quantitative treatment outcomes (i.e., those with a 
focus on process variables such as working alliance). 
e. psychotherapy not the primary treatment 
f. child participants. 
 
2.2.3  Process of Selection 
The Preferred Reporting Items for Systematic Reviews and Meta-Analyses 
(PRISMA) provides guidance for reviewers on the optimum way of presenting 
information through the phases of a systematic review (Moher, Liberati, Tetzlaff, 
Altman & The PRISMA group, 2009). Figure 1 presents a PRISMA diagram of 
the process of study selection. The search comprised two stages: (a) searches 
of the electronic data bases, and (b) visual/hand searching. Stage 1: After initial 
identification of studies (k=8,234), abstracts were screened with reference to 
the inclusion/exclusion criterion. Those not meeting inclusion criterion (k=8,203) 
were excluded on the basis of: not a study of psychotherapy (i.e., medical 
interventions or physical therapies, k=3,753), a single intervention effectiveness 
study with no comparison of therapists (k=2,656); studies comparing more than 
one intervention with no focus on therapists (k=1,304), and studies focussing on 
children (k=490). This left a total of 31 papers. Full texts of these 31 papers 
were reviewed and 16 were excluded for the reasons given in the PRISMA 
diagram. Stage 2: Reference lists of the remaining 15 papers (k=675) were 
reviewed to ensure inclusion of any relevant articles not found in the search. 
This search produced an additional 2 papers that met the inclusion criterion and 
created a grand total of 17 papers included in the review.  
 
 
10 
 
Figure 1: PRISMA diagram of studies identified, included or excluded. 
Stage 1: Electronic search 
 
 
 
 
 
 
 
 
 
 
 
 
Stage 2: Visual search 
 
 
8,234 studies 
identified 
through 
searching 
electronic 
databases 
8,234 records 
screened 
8,203 studies excluded 
31 full text articles 
assessed for 
eligibility 
15 studies included 
in the review from 
electronic search 
675 additional 
records 
identified 
through visual 
scanning and 
citation search 
studies 
excluded 
16 full text articles 
excluded: 
13 focus on process 
measures rather than 
treatment outcomes 
2 interventions 
provided to enhance 
therapist outcomes 
rather than focus on 
routine treatment 
1 internet based rather 
than face to face 
psychotherapy 
2 studies included 
in the review from 
visual search 
673 studies excluded 
17 studies 
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2.2.4  Quality Ratings 
To assess the quality of the 17 identified papers, the Downs and Black (1998) 
quality checklist was used. The checklist facilitates reviewers in assessing the 
methodological and reporting quality of randomised and non-randomised 
studies. This is achieved by comparison of a Quality Index rating to a mean 
score of 14 for Randomised Controlled Trials (RCTs) and 11.7 for non-
randomised studies found by Downs and Black (1998).  
 
The checklist was adapted for use in the present review. Two items were 
removed (14 and 24) as they related to blinding participants to the intervention 
they were receiving, which was inappropriate for use in psychotherapy studies. 
Item 27 relating to power was scored on a 0/1 basis rather than 0-5 to reflect 
the recommendations of numbers of therapists needed to achieve reliable 
results in multi-level modelling (Soldz, 2006). A score of 1 was achieved if the 
sample included 30 therapists each treating 30 clients. This criteria was also 
adopted for studies not utilising MLM. With these changes, a new average 
score was calculated taking the original mean score as a percentage (45.16 for 
RCTs, 37.74 for non-randomised), which resulted in a score of 11.74 for 
randomised and 9.80 for non-randomised studies. The results of the quality 
ratings for the final 17 studies are presented in Table 1.   
 
To determine the reliability of the quality ratings, an independent rater was 
employed to rate approximately 20 per cent (n=4) articles (Anderson, Ogles, 
Patterson, Lambert & Vermeersch, 2009; Blatt, Sanislow, Zuroff, & Pilkonis, 
1996; Dinger, Strack, Leichsenring, Wilmers & Schauenburg, 2008; Luborsky et 
al., 1997). These studies were chosen to represent two with Randomised 
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Controlled Trials designs and two with Routine Outcome Studies (ROS) 
designs. The independent rater was a doctoral level student, familiar with the 
Downs and Black (1998) scale. Coaching was given on the adaptations made to 
the scale for this review. Inter-rater reliability was calculated for using Spearman 
correlation coefficient, as used by Downs and Black (1998). Agreement was 
acceptable (r = .68, p < .001). The relatively low inter-rater agreement may have 
been due to the explicit focus on therapists in the papers reviewed, which has 
resulted in less emphasis being placed on details of client sample. It was 
therefore difficult to accurately ascertain some of the details of the client sample 
required by the Downs and Black scale, leaving more subjectivity in completing 
related items. Although coaching was given to the independent rater, this could 
have been enhanced through providing more clarity on coding client sample 
related items, to ensure less subjectivity and more agreement between raters.  
 
3 Results 
3.1 Results overview 
The main features of the design and findings of the 17 papers included in the 
review are summarised in Table 1 with studies ordered chronologically. The 
studies fell into three categories based on their design: randomised controlled 
trials (RCTs; n= 5); routine outcome studies (ROSs; n = 11) and non-
randomised trial (n=1). The analytic strategy employed was categorised as 
multi-level (MLM; n=9) or single level analysis (n=8), reflecting higher-order 
differences in level of analyses. The data in Table 1 shows the increased use of 
MLM as an analytic strategy since 2006, with more recent studies utilising this 
type of analysis. The variety of design and methodologies resulted in 15 studies 
finding variability between therapists and two studies finding no variance. 
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Table 1 
Overview of salient factors involved in the reviewed studies 
Author 
(Year) 
Setting Design 
Client 
Diagnosis 
Treatment 
modality 
Analytic 
strategy 
Quality 
Index 
Therapist 
effect  
present 
Lafferty, Beutler & Crago 
(1989) 
University psychiatric clinic – US ROS 
Anxiety or 
affective 
disorders 
Mixed Single 
 
11 
 
Yes 
 
Najavits & Strupp (1994) 
 
Outpatient psychotherapy – US 
 
Non-
randomised 
trial 
 
Mixed 
 
Time limited 
dynamic  
 
Single  
 
 
10 
 
Yes 
 
Blatt et al. (1996) 
 
 
University psychiatric clinic – US 
 
RCT 
 
Depression 
 
IPT & CBT 
 
Single 
 
14 
 
Yes 
Luborsky et al. (1997) Community psychotherapy – US RCT 
Drug addiction & 
depression 
Mixed 
 
Single 
 
 
 
11 
Yes 
Huppert et al. (2001) Outpatient psychotherapy – US RCT Panic Disorder CBT Single 14 Yes 
Okiishi et al. (2003) 
 
University counselling centre - US 
 
ROS Mixed Mixed MLM 
 
10 Yes 
Brown et al. (2005) 
Managed Care* - outpatient 
practice - US 
 
ROS Mixed Mixed Single 
 
10 Yes 
Elkin et al. (2006a) 
 
University psychiatric clinic - US 
 
RCT Depression IPT & CBT MLM 
 
13 
No 
Kim, Wampold, & Bolt 
(2006) 
University psychiatric clinic - US 
 
RCT Depression IPT & CBT MLM 
 
13 
Yes 
14 
 
Author 
(Year) 
Setting Design 
Client 
Diagnosis 
Treatment 
modality 
Analytic 
strategy 
Quality 
Index 
Therapist 
effect  
present 
Sandell et al. (2006) 
 
Subsidized outpatient 
Psychotherapy - Sweden 
 
ROS Mixed 
Psychodynamic 
and  
psychoanalytic 
Single 
 
11 
Yes 
Okiishi et al. (2006) 
University counselling centre - US 
 
ROS Mixed Mixed MLM 
 
13 
Yes 
Lutz et al. (2007) 
Managed care* - outpatient practice 
- US 
 
ROS Mixed Mixed MLM 
 
11 Yes 
Dinger et al. (2008) 
Inpatient Psychotherapy – 
Germany 
ROS 
Severe neurotic 
and personality 
disorders 
Psychodynamic MLM 
 
10 Yes 
Anderson et al. (2009) 
 
University counselling centre - US 
 
ROS Mixed Mixed MLM 
 
11 Yes 
Cella et al. (2011) 
Specialized outpatient clinic – UK 
 
ROS 
Chronic Fatigue 
Syndrome 
 
CBT MLM 
 
11 No 
Kraus et al. (2011) Outpatient psychotherapy – US ROS Mixed Mixed Single 11 Yes 
*Managed Care Organisations (MCOs), are US based insurance organisations whose purpose is to deliver cost-efficient healthcare.  
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The quality of the studies as rated by the Downs and Black (1998) Quality Index 
is shown in Table 1. The range of Quality Index ratings is small (10-14) 
indicating that all the selected studies were of good quality. Studies utilising an 
RCT design had a mean score above the cut-off of 11.74 of 1.40; the one non-
randomised trial scored .20 above the threshold of 9.8 and the ROS studies had 
a mean of 1.02 above the cut-off of 9.8. This shows that the studies were 
comparable in terms of their quality. Only one study fell marginally below the 
mean (Luborsky et al., 1997; score of 11 which is .74 below the cut-off for 
randomised studies). However as this score was close to the mean, it was 
included in the review.  
 
The number of therapists and clients included in each sample is reported in 
Table 2 to examine the fulfilments of Soldz (2006) recommendations relating to 
sample size. Table 2 provides a breakdown of the mean and minimum numbers 
of clients within these samples and shows that only one study reached the 
recommended sample of 30 therapists each with 30 clients (Soldz, 2006). The 
remaining 16 studies included a wide range of sample sizes, with a total client 
sample of 60 - 10,812 and therapist samples of 12 - 696.  
 
The studies are discussed separately according to their use of RCT, ROS or 
non-randomised trial design. Studies are further subdivided based on their 
analytic strategy of whether they used MLM or another type of analysis.  
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Table 2: 
Numbers of clients and therapists in the samples of reviewed studies 
Author (Year) 
No. 
Clients 
No. 
Therapists 
N of clients per therapist 
   Mean Minimum 
Lafferty et al. (1989) 60 30 2 2 
Najavits & Strupp (1994) 80 16 5 5 
Blatt et al. (1996) 119 28 4 1 
Luborsky et al. (1997) 198 22 9 2 
Huppert et al. (2001) 183 14 13 - 
Okiishi et al. (2003) 1,779 56 32 15 
Brown et al. (2005) 10,812 281 38 15 
Elkin et al. (2006) 119 17 7 4 
Kim, et al. (2006) 119 17 7 4 
Wampold & Brown (2006) 6,146 581 11 4 
Sandell et al. (2006) 327 160 2 - 
Okiishi et al. (2006) 7,628 72 106 30 
Lutz et al. (2007) 1,198 60 20 10 
Dinger et al. (2008) 376 50 8 10 
Anderson et al. (2009) 1,141 25 46 15 
Cella et al. (2011) 374 12 31 8 
Kraus et al. (2011) 6,960 696 10 10 
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3.2 Studies employing a Randomised Controlled Trial (RCT) design 
3.2.1  Overview of RCT studies 
RCT research traditionally assumes that providers of a particular treatment or 
intervention (e.g., an anti-depressant medication) are interchangeable. 
Accordingly it is the intervention in question that is creating the effect and not 
the provider (Kim, Wampold, & Bolt, 2006). As a consequence of the literature 
on therapist effects, this assumption has been questioned in relation to 
psychotherapy research with the suggestion that the provider of psychotherapy 
plays an important role in outcome (Elkin, 1999; Lambert, 1989; Luborsky et al., 
1986).  
 
RCT designs control the therapist variable by training therapists to a specified 
standard in the identified clinical mode and thus minimise treatment differences 
between practitioners (Barkham, Stiles, Connell, Twigg, Leach, Lucock, et al., 
2008). The five studies reviewed in this section have attempted to examine 
whether controlling therapists in this way does minimise variation between 
therapists. 
 
Five studies of therapist effects were found that utilised randomisation of clients 
to therapists. Four of these studies were part of larger RCTs with a primary 
purpose of examining the efficacy of different treatment modalities, three of 
which re-analysed data from the same study - the National Institute of Mental 
Health’s Treatment of Depression Collaborative Research Program (NIMH 
TDCRP; Blatt, et al., 1996; Elkin, Falconnier, Martinovich, & Mahoney, 2006a; 
Kim, Wampold, & Bolt, 2006). The fourth study examined the efficacy of 
different treatment modalities for panic disorder (Huppert, Bufka, Barlow, 
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Gorman, Shear, & Woods, 2001). The fifth paper in this section examined the 
outcomes of therapists from a number of different treatment samples (Luborsky 
et al., 1997).  
 
Although the designs of these studies were similar, they differed in their analytic 
strategy. Three studies used a range of analyses to examine therapist variability 
including analysis of variance (ANOVA), analysis of covariance (ANCOVA), and 
percentage of mean change scores, (Blatt et al., 1996; Huppert et al., 2001; 
Luborsky et al., 1997 respectively). The remaining two studies utilised MLM 
(Elkin et al., 2006a; Kim, Wampold, & Bolt, 2006).   
 
3.2.2 RCT studies utilising single level analysis  
Three studies met the criterion of RCTs using single level analysis. Blatt et al. 
(1996) used ANOVA to examine therapist variance across all therapists in the 
sample, which resulted in finding no differences between therapists. However 
this finding is limited due to the treatment of therapists as a fixed effect. Huppert 
et al. (2001) used a similar strategy in their ANCOVA where therapists again 
were treated as a fixed effect. However, this study did find a range of therapist 
effect sizes, ranging from 1% to 18% depending on the outcome measure used 
(Huppert et al., 2001). Luborsky et al. (1997) reported differences between 
therapists ranging from a small negative change rate to over 80% improvement.  
Additionally, in this study, therapists who had large improvements in their 
caseload in one sample were consistent in showing improvement in client 
scores in other samples. This finding suggests that effective therapists are 
consistent in their effectiveness, regardless of the context of the client’s 
presenting problem.  
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All three studies compared therapists based on rankings of their therapeutic 
outcomes. Two studies grouped therapists based on these rankings and 
examined the differences between more and less effective therapists and found 
differences between the groups in terms of outcome (Blatt et al., 1996; Huppert 
et al., 2001). The findings suggest that more effective therapists helped their 
clients to improve to a greater degree than less effective therapists (Blatt et al., 
1996). On a measure of panic disorder, the most effective therapists had 66% 
of their caseload achieving the criteria for reliable and clinically significant 
change compared to 45% of the less effective therapists (Huppert et al., 2001).  
 
Although Blatt et al. (1996) did not find a therapist effect when the entire sample 
of therapists was included, when comparisons of the most and least effective 
therapists were made, differences were found. This means that all studies found 
variation between therapists. This variation exists even when researchers aim 
to maximise therapist skill and minimise therapist differences (Luborsky et al., 
1997). Crucially, no differences were found on competency and adherence to 
the model between the groups in one study, indicating that something other 
than the standardised intervention was creating the variation in therapists 
(Huppert et al., 2001).   
 
3.2.3  Limitations of RCT studies utilising single level analysis 
A major limitation of these studies was the use of small samples of therapists, 
each of whom treated a relatively small number of clients. The low statistical 
power limits confidence in the findings and, in particular, their generalisability 
(Crits-Christoph & Mintz, 1991).  
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Another factor limiting generalisability is the treatment of therapists as fixed 
effects (see Blatt et al., 1996 and Huppert et al., 2001). As previously 
discussed, the use of fixed effects in such studies means that the results cannot 
be generalised to the therapist population as a whole and therefore only relate 
to the sample used in the studies. 
 
The study conducted by Blatt et al. (1996) has been critiqued for using a 
selective sample of therapists to compare the most and least effective 
therapists’ groups, subsequent to a non-significant finding of therapist effects 
when the entire therapist sample was included (Elkin et al., 2006a). Additionally, 
it was suggested that their classification strategy ensured that therapist 
differences would be found (Kim, Wampold, & Bolt, 2006). This criticism could 
extend to all studies in this section, as the methodology of using change scores 
to create ranks provides a strategy where differences, however small, may be 
found and used to distinguish groups of therapists. The use of MLM analysis 
allows for examination of the variation in client outcomes depending on the 
treating therapist that does not automatically assume that differences in 
therapist outcomes exist.  
 
3.2.4  RCT studies utilising MLM 
Two papers employing a RCT design used a MLM approach to analysing the 
data (Elkin et al., 2006a; Kim, Wampold & Bolt, 2006). The data for both papers 
derived from the NIMH TDCRP, multi-site randomised clinical trial that 
evaluated psychological, drug, and placebo conditions in the treatment of 
depression. The trial was designed to examine the efficacy of the different 
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treatment approaches and, in brief, found that the two psychological treatments 
examined (Cognitive Behavioural Therapy and Interpersonal Therapy) produced 
similar outcomes (Elkin, Shea, Watkins, Imber, Sotsky, Collins et al., 1989). The 
analysis of therapist effects has been conducted subsequently. 
 
MLM analysis was adopted by both groups of researchers (Elkin et al., 2006a; 
Kim, Wampold & Bolt, 2006). However each reported different findings: no 
therapist effect (Elkin et al., 2006a) versus 8% of variance in patient outcomes 
being attributable to therapists (Kim, Wampold, & Bolt, 2006). Two major 
differences in the models used have been cited in the literature as being 
potential reasons for the difference in the findings: the number of time points 
sampled, and the inclusion or exclusion of outliers (Crits-Christoph & Gallop, 
2006; Elkin, Falconnier, Martinovich, & Mahoney, 2006b; Soldz, 2006; Wampold 
& Bolt, 2006). Each of these points is discussed respectively. 
 
Elkin et al. (2006a) used session-by-session data to capture outcomes over 
time, as they argued that this allowed for the development of growth curves of 
client outcomes. In contrast Kim, Wampold, and Bolt (2006) used only pre- and 
post-treatment scores, as they argued that these scores of clinically significant 
change were more important than a client’s journey to that end point. It was also 
argued that using scores across time points increases the variation between 
clients that can then reduce variation between therapists. As variation between 
therapists is the primary focus of the study, pre-post treatment scores were 
seen as a more appropriate method for adoption (Wampold & Bolt, 2006).  
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Kim, Wampold, and Bolt (2006), included outliers in their statistical model, 
stating that these represented a natural part of the variability in the results of 
different therapists. Elkin et al. (2006a), excluded any therapist outlier scores, 
as would be done in other forms of statistical analysis. This decision of Elkin et 
al. (2006a) was critiqued on the basis that it appears counterintuitive to 
eliminate outliers from the dataset as the major focus of therapist effects is to 
look for variation in the outcomes of therapists (Wampold & Bolt, 2006). 
 
When reviewing the differences between these two studies, it has been 
suggested that the different methods used within their statistical models caused 
the conflicting findings, but the main limitation of both studies was the small 
sample of therapists used (Soldz, 2006). It was proposed that this sample was 
too small to reliably analyse the effect of individual therapists (Soldz, 2006). 
 
3.2.5 Conclusions about RCTs 
The five RCT studies of therapist effects reviewed have reported conflicting 
findings, with four studies reporting variation in therapists’ outcomes and one 
reporting that therapists do not contribute to outcome. The differing designs of 
the studies and analytic strategies used contributed to the likelihood of finding 
therapist differences in some cases (specifically, Blatt et al., 1996). The 
methodologies adopted in all the studies were appropriate although it can be 
argued that the use of MLM was superior to single level models, as this strategy 
does not assume that variation exists. However, none of these RCT studies 
utilised a large enough dataset to reliably assess the extent of the effects of 
individual therapists.  
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3.3 Studies utilising a non-randomised trial design 
One study met the criteria for a non-randomised trial design (Najavits & Strupp, 
1994). This study was part of a wider research effort, the Vanderbilt II study, 
primarily examining the effect of training on treatment outcome where clients 
were not randomly allocated to therapists (Henry, Strupp, Butler, Schacht, & 
Binder, 1993). The Vanderbilt II study recruited participants via newspaper 
announcements and treatment was delivered by experienced therapists 
undergoing training in Time Limited Dynamic Psychotherapy (Strupp & Binder, 
1984). Najavits and Strupp (1994) examined the differences between therapists 
by using treatment outcome scores and drop-out rates. They were able to 
classify groups of therapists as “more” or “less” effective based on these 
outcomes and found that the most effective therapists were superior in terms of 
their drop-out rates, which was linked to therapists’ ability to create positive 
change in their clients. Hence the most effective therapists enabled clients to 
make this change and therefore their clients remained in therapy (Najavits & 
Strupp, 1994). 
 
A limitation of this study is the method of recruitment of clients as this limits the 
generalisability of the findings. The authors state that “subjects were selected to 
be comparable in severity to ordinary outpatient samples” (p.116), however it is 
unlikely that participants responding to newspaper articles would be completely 
comparable to a sample of psychotherapy outpatient clients in routine practice. 
 
A further limitation is the small sample of therapists (n=15) who each treated a 
small number of clients each (n=5). As previously discussed, this limits the 
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statistical power of the findings and therefore their generalisability (Crits-
Christoph & Mintz, 1991). 
 
3.4 Studies utilising routine outcomes 
3.4.1  Routine outcomes studies (ROSs) overview 
This section reviews the growing body of evidence utilising routinely collected 
outcome data in real world settings where clients have not been randomised to 
therapists. Table 1 shows that the settings of the papers varied, but all included 
samples of therapists who were practising routinely with a heterogenous group 
of clients that were more representative of real world clinical work than those 
found in RCTs (Kraus, Castonguay, Boswell, Nordbery, & Hayes, 2011).  
Although similar in initial design, the studies reported here differed in their 
analysis of therapist effects, namely by using a single or multi-level approach. 
The studies will be discussed based on their analytic strategy of choice. 
 
3.4.2  Routine outcome studies utilising single level analysis  
Four studies carried out in routine practice utilised a single level analytic 
strategy (Brown, Lambert, Jones & Minami, 2005; Kraus et al., 2011; Lafferty, 
Beutler, & Crago, 1989; Sandell et al., 2006). All four studies adopted an 
approach that contrasted more versus less effective therapists, although the 
strategies for achieving these contrasts were different. 
 
Two studies, Brown et al. (2005) and Lafferty, Beutler, and Crago (1989), 
ranked therapists based on residualized change scores, accounting for initial 
case mix of clients on therapists’ caseload and then creating groups of more 
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effective and less effective therapists. In contrast, the study by Kraus et al. 
(2011) created categories of therapists based on outcomes of effect sizes and 
the reliable change index (Jacobson & Truax, 1991).  In this study, “effective” 
and “harmful” therapists were defined as those whose clients on average 
reliably improved, or reliably deteriorated respectively. Using reliable change 
overcomes the limitations of categorising therapists noted by Kim, Wampold 
and Bolt (2006) as the categorisation in this study was based on more stringent 
criteria than simply those therapists with the highest level of change.   
 
Sandell et al. (2006) conducted a non-parametric latent class regression to 
determine therapist effects in their sample. This provided a score for clients’ 
average rate of change across their treatment. Group assignment was made 
based on a cluster analysis of therapists with clients with similar levels of 
outcomes. Five classes of therapists were identified, with the most effective 
therapists (Class 1) accounting for 31% (n=52) of the sample and the least 
effective (Class 5) accounting for 11% (n=18).   
 
The ability to be able to create distinct categories based on therapist outcomes 
suggests that there is variability between therapists. However, additional 
comparisons were made between the groups to examine differences in their 
outcomes in some studies. Brown et al. (2005) reported that therapists in the 
“highly effective” group yielded three times as much change in their clients’ 
scores on average than therapists in the “other” category.  Kraus et al. (2011) 
found that there were wide variations in therapist effectiveness across a range 
of diagnostic domains. For example, the percentage of effective therapists 
ranged from 29% when treating sexual dysfunction to 67% when treating 
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depression. Additionally, there was a range of therapists classified as harmful, 
ranging from 3% treating depression to 16% in treating substance abuse.  
 
Two studies examined therapist variables associated with more and less 
effective therapist groups (Lafferty, Beutler, & Crago, 1989; Sandell et al., 
2006). Sandell et al. (2006) found that the most effective therapists were 
characterised by high scores on kindness and neutrality. Lafferty, Beutler and 
Crago, (1989) found that more effective therapists rated themselves higher on 
measures of empathic understanding and reported greater valuing of intellectual 
goals than less effective therapists. 
 
3.4.3  Limitations of ROS studies utilising single level analysis  
As Table 2 shows, the limitations noted in previous sections relating to sample 
size equally applies to routine outcome studies. On initial inspection, the study 
sample sizes appear quite large. However, when these are broken down into 
the minimum number of clients nested within each therapist, the numbers are 
much smaller.  
 
The major limitation of these studies is the analytic strategy used by 
researchers. Although the studies demonstrate that therapist outcomes vary, 
the comparisons of therapists in groups does not allow for the variance across 
the whole sample to be analysed. Nevertheless, taken together these studies 
demonstrate that therapist outcomes in routine practice vary. 
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3.4.4  Routine studies utilising MLM 
Two studies used a MLM analytic strategy and examined the rate of change for 
clients (Okiishi, Lambert, Nielsen, & Ogles, 2003; Okiishi, Lambert, Eggett, 
Nielsen & Dayton, 2006). Okiishi et al. (2003) found that differences in 
therapists’ rate of change were substantial, with the most effective therapist 
showing improvement rates in their clients at ten times the average rate for the 
whole sample. Not only did the top rated therapists show the greatest rate of 
change in their clients, but they also achieved this in the shortest amount of 
time.  
 
Extending this study to a larger sample, Okiishi et al. (2006) also ranked 
therapists on two different indices. The first was on the average rate of change 
analysed by MLM, and the second was on the overall change scores of clients 
on each therapist’s caseload. Rankings on the two indices were averaged to 
create a final, composite rank. The top and bottom 10% of therapists were 
compared on the amount of clients who achieved reliable change (Jacobson & 
Truax, 1991). It was reported that therapists in the top grouping had an average 
of 22.4% of their clients who met the reliable change criteria compared to 10.6% 
in the bottom grouping of therapists (Okiishi et al, 2006). 
 
These two studies highlight that there are differences in client outcome that can 
be attributed to therapists when MLM analysis is used. They also demonstrate 
that some therapists can achieve significantly better results faster than other 
therapists. 
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One study used MLM analysis and examined the role of Facilitative 
Interpersonal Skills (FIS) as a predictor of therapist variance in outcomes 
(Anderson et al., 2009). Anderson et al. (2009) used the same outcomes 
database as Okiishi et al. (2006), and included a performance task measure of 
FIS as rated by an independent observer and therapist self-reported social 
skills. The results showed that therapists with higher FIS scores had clients with 
greater rates of change and that FIS was a significant predictor of client 
outcome. This suggests that facilitative interpersonal skills, such as emotional 
expression and persuasiveness, are a factor that has a positive impact on client 
outcomes (Anderson et al., 2009). 
 
Four studies used an MLM analytic strategy to report the percentage of 
variance attributable to therapists (Cella, Stahl, Reme, & Chalder, 2011; Dinger 
et al., 2008; Lutz Scott, Martinovich, Lyons & Styles, 2007 and Wampold & 
Brown, 2005). All four studies treated their therapist sample as random factors, 
allowing generalisation of the findings to the population of therapists from which 
they were drawn. Three studies used a two level model (Cella, et al., 2001; 
Dinger et al., 2008 and Wampold & Brown, 2005) and one used a three level 
model (Lutz et al., 2007).  
 
The percentages of outcome variance attributed to therapists found in these 
studies varied as follows: 0% (Cella et al., 2011), 3% (Dinger et al., 2006), 5% 
(Wampold & Brown), and 8% of variance in clients’ symptoms but 17% of 
variance in estimated rates of client improvement (Lutz, et al., 2007). The 
difference in the variations reported may be due to different samples of clients, 
therapists, and the methodology employed. The relatively small variation of 3% 
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was hypothesised as being due to the examination of therapist effects in an 
inpatient setting (Dinger et al., 2008). This study used outcome data from 
individual therapy within a hospital setting where other forms of treatment were 
also ongoing, including therapeutic groups. The magnitude of individual 
psychotherapy outcomes may be minimised therefore because other therapy 
components contributed to therapeutic success, thus leading to individual 
psychotherapy variations being smaller (Dinger et al., 2008). 
 
Cella et al. (2011), reporting 0%, utilised a sample of experienced therapists 
delivering manualised CBT to clients with a diagnosis of Chronic Fatigue 
Syndrome (CFS). One major difference between this study and the other 
studies in this section is the adoption of a homogenous and selective client 
sample treated by therapists delivering protocol driven treatment carried out in 
routine practice. Hence, key design features drew on trials methodology but 
applied in routine settings. The selective client sample meant that scores of 
clients who did not complete therapy were not analysed. The distinction has 
been made between this type of approach, classified as an effectiveness study, 
and those conducted in the other papers in this section where treatment is 
delivered in routine settings with a more heterogeneous population by therapists 
not bound to a treatment protocol, classified as practice-based studies 
(Barkham, et al., 2008). Therapists in practice-based studies treat clients with a 
wide range of difficulties, using a variety of approaches, which increases the 
variability in outcomes. This increased variation in client presentation and 
treatment may account for the wider variation found in treatment outcomes. 
Accordingly, the restricted, homogenous group of clients sampled is likely to 
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have narrowed this variation and therefore reduced the naturally occurring 
variability between therapists found by Cella et al., (2011).  
  
3.4.5 Limitations of ROS studies  
Although a major strength of the design of naturalistic studies is the fact that 
they capture “real world” outcomes in psychotherapy, this strength can also be 
a limitation. In routine settings, clients are not randomised to therapists, 
meaning that there may be a disproportionate number of “difficult to treat” 
clients assigned to some therapists and not to others, thereby resulting in an 
inflation or deflation of their effectiveness (Okiishi et al., 2006; Wampold & 
Brown, 2005).  
 
Most studies attempted to overcome this limitation by examining pre-treatment 
levels of pathology in clients across therapists’ caseloads in order to check for 
equivalency. However, the majority of these analyses were based on client self-
reported outcome measures of specific or global symptom difficulties of 
distress. This takes into account only the clients’ self-reported symptoms as 
captured by the measures and infrequently examines variables such as 
interpersonal difficulties, motivation, and external therapy events. It could be 
that some therapists had caseloads with clients who were more difficult to treat 
in ways that were not captured by these outcome measures (Brown et al., 
2005).  
 
As with RCTs, the small sample sizes limit the reliability of the findings. 
Inspection of Table 2 shows that only one study reached the recommended 
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criteria of 30 therapists each treating 30 clients, and this study did find a 
therapist effect (Okiishi et al., 2006). However, it should be noted that this 
criterion is a recommendation and is not, to date, based on a formal power 
analysis.  As such, smaller sample sizes may be equally placed to provide 
reliable results, although future studies should aim to replicate these results with 
larger samples in order address the question as to whether smaller samples 
using MLM yield similar results. 
 
The samples used in these studies were mainly from large datasets collected 
routinely in managed care and outpatient psychotherapy services. One 
limitation of this type of data is that it relies on the inclusion of a convenience 
sample of clinics that adopt the relevant outcome data collection system (Kraus 
et al., 2011). Many therapists may opt out of such a system and the therapist 
sample included may therefore not be representative. Additional limitations to 
the use of datasets from managed care companies include the issue of 
restricting their samples, by definition, to those clients with particular types of 
insurance (Brown et al., 2005). It is unknown as to whether the findings extend 
to clients and therapists in other, non-insurance based populations (Wampold & 
Brown, 2005).  
 
3.4.6  Conclusion of routine practice studies: 
In studies of therapist effects in routine outcomes, findings suggest that 
therapists will have variable outcomes. When an effectiveness study design is 
employed with a homogenous group of clients with therapists who are regularly 
supervised using a manualised treatment in a specific model, therapist variation 
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is reported to be as low as 0%. However, in practice-based studies sampling a 
real-world heterogeneous group of clients, therapist effects are found. 
 
4. Synthesis and discussion 
Figure 2 presents a synthesis of the 17 studies included in the review in terms 
of their design, analysis, and findings.  Of the 17 studies, 15 (88%) reported 
variation in the outcomes of therapists. The two studies that did not find a 
therapist effect utilised client samples that were homogenous and therapists 
who were highly trained and supervised in a specific treatment modality (Cella 
et al., 2011; Elkin et al., 2006). Both used MLM as their analytic strategy. The 
reasons for the lack of finding of a therapist effect may be a function of the type 
of MLM used and the homogenous client sample. 
 
The amount of variation found between therapists in studies finding a therapist 
effect appears to be related to the size and type of client sample used, the 
setting therapy is delivered in, and the analytic strategy used. Many studies 
used small sample sizes with few clients per therapist, which limits the 
generalisability of the results and increases the likelihood of Type I errors (Crits-
Christoph & Gallop, 2006). Studies comparing more and less effective therapist 
groups have been critiqued for utilising a design that ensures differences 
between therapists, however small, will be found. For this reason, the analytic 
strategy of MLM was considered to be superior for assessing therapist effects.
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Figure 2: Synthesis of results 
17 studies 
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A total of 9 papers reported using MLM analysis, which has been described as 
the analysis of choice for studying therapist effects where clients are nested 
within therapists (Lutz et al., 2007). Of these, 7 found a therapist effect.  This 
suggests that the majority of studies of therapist effects with the most 
appropriate methodology support the existence of this phenomenon. However, 
these results pertained despite the small sample sizes, with most studies not 
meeting the recommended 30 by 30 requirement recommended by Soldz 
(2006). The results of the one study utilising this recommended sample size 
found similar results to other ROS using MLM analysis (Okiishi et al., 2006). 
This suggests that smaller samples can detect therapist effects. Soldz’s (2006) 
recommendation was not based on a formal power analysis, and therefore it 
could be argued that the notion of requiring a sample of 30 by 30 needs to be 
tested and evidenced before it can be conclusively used as a benchmark 
equating to a power analysis. 
 
The findings of this review corroborate Lambert’s (1989) review in that the 
empirical evidence base of studies examining the individual therapist’s 
contribution to outcome indicate that therapist effects exist. Methodological 
considerations and limitations remain, but the development and increased use 
of multi-level modelling since 2006 is helping to overcome these limitations. 
 
5. Clinical Implications 
The majority of the evidence indicates that therapist effects exist. This means 
that individual therapists will vary in their outcomes despite the therapeutic 
modality in use. The clinical implication of such a finding is that some therapists 
within services are likely to be more effective than others, and it should not be 
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assumed that all therapists will be effective with all clients. Therapists should 
routinely monitor their outcomes to review their own effectiveness. If outcomes 
are found to be unsuccessful, therapists should seek feedback on their clinical  
performance as this has been found to improve outcomes (Lambert, Whipple, 
Vermeersch, Smart, Hawkins, et al., 2002)  
 
6. Directions for future studies 
In order to carry forward research investigating therapist effects, future studies 
should utilise the most appropriate statistical tests. MLM is considered the most 
appropriate analysis for examining nested data (Soldz, 2006). In order to 
generalise the results to therapists outside of the sampled population, therapists 
should be treated as random factors in the analysis (Crits-Christoph & Mintz, 
1991). Researchers should aim to include sufficiently large samples in order to 
test the recommendation of requiring 30 therapists each treating 30 clients. 
 
Obtaining larger sample sizes is often problematic in research. It may be 
particularly difficult for RCTs aiming to examine therapist effects to recruit the 
required number of therapists. However, the development of more innovative 
psychological interventions and the need for these to be evaluated in trials – 
and funded through the NIHR and supported by the Mental Health Collaborative 
Network – may result in such studies yielding much larger Ns of therapists than 
previously achieved.  However, to date, large data sets may be more 
achievable in practice-based studies. Managed care organisations in the USA 
have provided an opportunity to examine large datasets but there are limitations 
with these as previously discussed. Also in managed care, there is wide 
variation in the therapists and the types of treatment delivered which potentially 
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increases the variance. It would be interesting to conduct studies of therapist 
effects where therapist interventions being delivered were more homogenous. 
 
One initiative in the UK that may provide such an opportunity is the Improving 
Access to Psychological Therapies (IAPT) programme. Psychological Wellbeing 
Practitioners (PWPs) operating at step two of the stepped care model and High 
Intensity Workers operating at step three all receive year-long training in CBT or 
guided self-help based on CBT principles. The variation in outcomes for these 
therapists should, therefore, be reduced by receiving similar training methods 
and delivering treatments within a specific modality. These practitioners 
routinely collect client outcomes as part of the IAPT model, making large client 
outcome datasets readily available (CSIP Choice & Access Team, 2008). 
 
Whilst studies investigating the existence of therapist effects are useful and 
needed, future studies would benefit from including measures hypothesised to 
be associated with effective therapists. This would facilitate development of 
knowledge about what enables an effective therapist (Lambert & Okiishi, 1997)  
 
In conclusion, studies utilising MLM provide the best indication of therapist 
effects and have begun to establish an evidence-base regarding this 
phenomenon. However future research needs to build on the use of routine 
samples in order to provide estimates of therapist effects that occur in “real-
world” situations. RCT studies should also incorporate the examination of 
therapist effects, potentially with the use of cluster trials, as required by the 
extensions to the 2010 Consolidated Standards of Reporting Trials statement 
currently in development (CONSORT, 2010).  
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Key components of effective Psychological Wellbeing Practitioners: Evidence 
from routine practice. 
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Research Report Abstract 
 
The purpose of this research was twofold; (1) to examine whether therapist 
effects were present in a sample of Psychological Wellbeing Practitioners 
(PWPs) working within step two in Improving Access to Psychological 
Therapies services and (2) to examine what factors were associated with 
effectiveness of PWPs.  
A therapist effect was found, using multi-level modelling, where PWPs  
accounted for almost 9 per cent of the variance in outcome. PWP ranks were 
created in order to compare the most and least effective PWPs. More effective 
PWPs had higher levels of self-rated resilience, and supervisors rated less 
effective PWPs as using more “experiential” intuition (i.e., affect driven 
processing style). Qualitative analysis of PWP and supervisor interviews 
revealed that more effective PWPs approached their work with confidence and 
in an organised manner. The qualitative analysis results suggest that more 
effective PWPs may have been at an advanced practitioner developmental 
stage than the less effective PWPs. 
The findings indicate that therapist effects exist in a sample of PWPs, delivering 
a set of standardised interventions, and contributes to the literature suggesting 
that therapist effects is a real phenomenon. Resilience appears to play a role in 
effective PWPs and future studies should aim to explore this further. 
 
  
45 
 
1. Introduction 
1.1  Improving Access to Psychological Therapies 
In recent years the landscape of psychological therapies in the UK has radically 
changed with the introduction of the UK government’s Improving Access to 
Psychological Therapies (IAPT) programme.  This was introduced in response 
to the Layard Report, which described how a lack of psychological therapists 
trained in evidence-based psychological therapies was preventing delivery of 
effective interventions for people experiencing depression and anxiety (Layard, 
2006). This government initiative led to the development of the IAPT 
programme that was piloted in two demonstration sites from 2006 (Clark et al., 
2009). It was subsequently rolled out nationally from 2008 whereby greater 
access to evidence based psychological therapies was provided for people 
suffering from anxiety and depression (CSIP Choice & Access Team, 2008).  
 
1.1.1  Psychological Wellbeing Practitioners (PWPs) 
A key characteristic of the IAPT initiative has been the creation of the 
psychological wellbeing practitioner (PWP) operating at step two of the IAPT 
stepped care model (CSIP Choice & Access Team, 2008). The PWP role differs 
from a traditional psychological therapist role in that PWPs restrict their work to 
clients presenting with mild levels of psychological distress. PWPs tend to have 
a “low contact high volume” approach to intervention, ensuring high caseloads 
with a recommendation of between 175 and 250 clients per year (IAPT, 2008). 
This caseload is much higher in comparison to, for example, traditional 
psychotherapy caseloads.  PWPs use primarily cognitive-behaviourally based, 
low intensity psychological interventions, such as assisted self-help and 
behavioural activation (Richards & Whyte, 2009). This type of approach 
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requires PWP sessions to be short, usually lasting 30 minutes and may be over 
the telephone rather than face to face (Richardson & Richards, 2009). With 
such high caseloads, supervision plays a vital role in helping PWPs manage 
their cases and to help facilitate their continuing development (Turpin & 
Wheeler, 2011).  
 
PWPs undertake a 12-month training course leading to a Post Graduate 
Certificate (PG Cert) in Low Intensity Working, at a Higher Education Institute 
(HEI) local to their employing service (Richardson & Richards, 2009). This 
course combines training days within the HEI and concurrent clinical work in the 
employing service for 4 days per week. In order to pass the training, PWPs 
must demonstrate competence in delivering seven standardised treatment 
protocols of behavioural activation, exposure therapy, cognitive restructuring, 
medication support, problem solving, panic management and sleep hygiene 
(Richardson & Richards, 2009). These seven, manualised treatments form the 
basis of their day-to-day work with clients and constitute the “PWP clinical 
method”. 
 
Due to its relatively recent development, no research currently exists into the 
PWP role. An evaluation of the first year national rollout of IAPT to 32 sites 
illustrated that 37.5 per cent of the total clients receiving low intensity 
interventions reached recovery (Glover, Webb, & Evison, 2010). However, there 
was a considerable range in recovery rates across services from 14 to 54 per 
cent (Glover et al., 2010).Variation across services is likely to be matched by 
variation within services. However, there has been no research examining what 
makes the PWP role effective, or whether there is indeed variation between 
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PWPs (i.e., whether there is a therapist effect). In order to explore these 
questions, consideration of methodologies used to examine therapist effects 
and effective practitioners more generally is presented.   
 
1.2  Key components of traditional therapists 
Identifying what factors contribute to effective therapists has proved difficult to 
capture accurately due to methodological difficulties (Hubble, Duncan, & Miller, 
1999). Two strands of research have therefore emerged; (1) a focus on the 
outcomes achieved by individual therapists in order to examine possible 
variation between therapists, thereby determining the presence or not of 
therapist effects, or (2) a focus on therapists themselves and identifying factors 
associated with effectiveness. 
 
1.2.1  Therapist effects 
The research paradigm focusing on treatments as delivered in routine practice 
has found that there is variance in the effectiveness among individual therapists 
within specific approaches, (e.g., Luborsky et al., 1985; Okiishi, Lambert, 
Nielsen & Ogles, 2003; Wampold & Brown, 2005).  This variation appears to be 
consistent across studies in practice-based settings, as reported in the 
preceding literature review (e.g., Brown, Lambert, Jones, & Minami., 2005; Lutz, 
Scott, Martinovich, Lyons, & Stiles, 2007; Okiishi, et al., 2003). However the 
evidence is less clear when therapist effects are examined in randomised 
controlled trials (RCTs). In these studies, interventions are protocol driven and 
therapists are highly supervised to a specific therapeutic modality, with an aim 
of minimising variation in the delivery of treatment across therapists. (Barkham 
et al., 2008).  Despite attempts to minimise such differences, some studies have 
48 
 
found a therapist effect (e.g., Huppert, Bufka, Barlow, Gorman, & Shear, 2001). 
Moreover, conflicting results have arisen from analyses of the same data set, 
namely the National Institute of Mental Health’s Treatment of Depression 
Collaborative Research Program (NIMH TDCRP; Elkin et al., 1989). Two 
studies analysed the same data from the NIMH TDCRP with Kim, Wampold, 
and Bolt (2006) reporting evidence of a therapist effect while Elkin et al. (2006a) 
reported no effect. A major reason for the contrasting findings has been 
attributed to differences in the multi-level models used in the analysis (Crits-
Christoph & Gallop, 2006; Soldz, 2006). 
 
Multi-level modelling (MLM) has been suggested as the most appropriate 
method for analysing therapist effects (Okiishi et al., 2003; Raudenbush & Bryk, 
2002). MLM takes into account the nested nature of the data, acknowledging 
that clients are treated by a particular therapist and so all clients who receive an 
intervention from the same therapist are “nested” within that practitioner. In 
order for the effect of therapists to be analysed, the analysis is carried out on 
two levels with clients at level one and therapists at level two. The controversy 
surrounding the different outcomes from the same dataset, as outlined above, 
stems from differences in the models used but also, it was argued, that the 
therapist sample used in the study was not large enough to detect reliable 
results (Soldz, 2006). In response, it was recommended that when using MLM 
researchers should aim to include a minimum of 30 therapists with each 
therapist treating at least 30 clients (Soldz, 2006). However, this 30x30 rule is 
only a research recommendation and, at present, there is no empirical evidence 
to support it. 
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Although methodological issues and controversies remain in the examination of 
therapist effects, it is widely accepted that therapist effects exist (Wampold, 
2001). However research has as yet been unable to conclusively identify what 
makes some therapists more effective than others. 
 
1.2.2  The effective practitioner 
Factors that are not associated with effective practitioners have been widely 
reported in the literature. These include age and gender (Okiishi et al., 2003), 
ethnicity (Roth & Fonagy, 2005), years of experience (Faust & Zlotnick, 1995), 
and training discipline (Najavitis & Strupp, 1994).   
 
Studies examining the role of specific factors associated with effective 
therapists have been criticised on methodological grounds, specifically the use 
of case notes, self-report measures, and single measures of outcome (Najavitas 
& Strupp, 1994).  Notwithstanding these limitations, factors associated with 
effective therapists can broadly be separated into two categories of in-therapy 
and out-of-therapy factors.  
 
In-therapy factors include having superior ability to establish a therapeutic 
alliance (Luborsky, et al.,1985), showing more warmth, affirmation, 
understanding and helping and protecting (Najavitis & Strupp, 1994), showing 
less active hostility (Najavitis & Strupp, 1994), and demonstrating good 
relationship skills (Jennings & Skovholt, 1999).  Many of these factors appear to 
be pan-theoretical and are often referred to as common factors (Weinberger, 
1993). A number of factors have been muted as being common factors 
including therapist intuition (Welling, 2005). In the past intuition has been 
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associated with mysticism and spirituality, leading it to be criticised for being 
unscientific (English, 1993).  More recently attempts have been made to 
understand intuition as being a rapid combination of cognitive and affective 
information leading to a decision (Pretz & Totz, 2007).  Research into intuition in 
psychotherapy is limited but is beginning to become more common, although 
how this relates to the effective practitioner remains unknown (Rea, 2001; 
Welling, 2005).   
 
Out-of-therapy factors include good emotional adjustment (Luborsky, et 
al.,1985), being highly self-critical of therapeutic performance in sessions 
(Najavitis & Strupp, 1994), self-reflective abilities (Jennings & Skovholt, 1999), 
and an emphasis on hard work and using feedback to improve performance 
(Miller, Hubble, & Duncan, 2008).  These out-of-therapy factors suggest that 
therapists who seek out feedback and who are emotionally mature and adjusted 
enough to be able to use this feedback are more effective. Therapists who wish 
to increase their effectiveness, therefore, may need to be able to emotionally 
handle receiving feedback and use this constructively to enhance their practice.  
Two factors that may capture this quality in therapists are ego strength and 
resilience.  
 
Ego strength can be defined as an ability to maintain a sense of self in the face 
of challenges, and an ability to manage conflicts without becoming 
overwhelmed (Markstrom, Sabino, Turner, & Berman, 1997). This construct has 
been positively associated with measures of internal locus of control and self-
esteem, which has led to the suggestion that ego strength is “indicative of 
psychosocial maturity and adjustment” (Markstrom & Marshall, 2007, p. 67).   
51 
 
 
Resilience has been defined as abilities and characteristics that provide 
individuals with the skills to cope with, and bounce back from, adverse 
situations (Rutter, 1993). Tusai and Dyer (2004) provided a review of the 
construct of resilience and reported that characteristics associated with high 
resilience were both intrapersonal (including optimism and intelligence) and 
environmental (including perceived social support). The role of these constructs 
in relation to therapists is unknown.  
 
1.3  Identifying key components of effective PWPs 
Research evidence suggests that multiple factors are associated with effective 
therapists, although methodological limitations apply. As the PWP role has only 
been in operation since 2008 and because PWPs provide clinical interventions 
in a different way to traditional therapists, little is known about what factors 
contribute to effective PWPs. The present research, therefore aimed to explore 
the PWP role and address the following research questions: 
1. Do therapist effects exist in a population of PWPs – that is, do PWPs 
vary in their contribution to client outcomes? 
2. What factors are associated with effective PWPs? 
 
The experimental hypotheses for the current project are as follows: 
1. There will be variation in the outcomes of PWPs, with some PWPs 
having superior outcomes to their peers 
2. PWPs in the upper quartile, based on practitioner ranks, will have higher 
levels of self-reported intuition, ego strength and resilience than PWPs in 
the lowest quartile. 
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3. Supervisors of PWPs in the upper quartile will rate their supervisees as 
having higher levels of self-reported intuition than supervisors of PWPs in 
the lowest quartile. 
4. PWPs in the upper quartile will report differences in the characteristics 
that describe their working practice compared to PWPs in the lowest 
quartile. 
5. Supervisors of PWPs in the upper quartile will report differences in how 
the PWP engages with their work compared to supervisors of PWPs in 
the lowest quartile.  
 
2.  Method 
2.1  Design Overview 
The design of this study was driven by the recommendations of a 30 therapist 
by 30 clients sample size needed for reliably examining therapist effects (Soldz, 
2006). Recruitment was therefore designed to aim to achieve a sample of 30 
PWPs. 
 
The study adopted a cross-sectional design comprising a volunteer sample of 
PWPs who completed their PG Cert Low Intensity in 2010 and subsequently 
worked within six IAPT services located across the North of England, UK. Four 
sources of information were collated and analysed: (a) electronic download data 
of client outcomes routinely collected within their IAPT service, (b) 
questionnaires of self-rated intuition, ego strength and resilience, (c) interview 
data with PWPs focusing on work engagement, and (d) supervisor-rated 
questionnaire (intuition) and interview data to gain a supervisor perspective on 
PWP effectiveness. Accordingly, the design utilised a triangulated view of 
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effectiveness (practitioner, client, and supervisor) as well as a mixed methods 
approach to the analyses of the data. 
 
2.2 Participants 
Participants were drawn from three perspectives: PWPs, supervisors, and 
clients. Each perspective is detailed below. 
 
2.2.1 Psychological Wellbeing Practitioners (PWPs) 
All PWPs had completed their Low Intensity PG Cert training in 2010 at the 
Universities of Sheffield, Nottingham or York and were employed by NHS trusts 
(n=13), private (n=1), or voluntary (n=1) organisations. These 15 possible sites 
offering IAPT services within the regions of Yorkshire, Derbyshire and 
Nottinghamshire, were approached and invited to participate, of which 9 (60%) 
agreed. Across these 9 services, all eligible PWPs were approached by email or 
by presentations about the research from the lead researcher, and invited to 
participate (n=47). Of these 47 PWPs, 31 (66%) agreed and were then sent 
information sheets (Appendix V), consent forms (Appendix VI) and 
questionnaire packs.  Subsequently, 3 of the 9 services were unable to provide 
client outcome data for 8 participating PWPs in their service due to technical 
difficulties with data management and retrieving data from storage. In addition, 
two PWPs dropped out of the project in the remaining participating services.  
 
The final sample comprised 21 PWPs (5 male, 16 female) across 6 services 
providing full client outcome datasets. They had a mean age of 29.9 years (SD 
= 7.6, range 23 – 52 years). These PWPs treated a mean of 53.5 clients in the 
study period, from when they started in their service to the end of February 
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2011, ranging from 8 to 197 clients. The mean age of clients on each PWP’s 
caseload ranged from 36.09 to 45.68 years and mean number of sessions each 
PWP saw clients for ranged from 2.70 to 7.06 sessions. 
 
2.2.2 Supervisors 
All supervisors of the 21 participating PWPs were approached and invited to 
take part in the research. After two reminders, a total of 17 (81%) supervisors 
agreed to participate and were sent information sheets (Appendix VII) and 
consent forms (Appendix VIII). Supervisors were required to complete a 
questionnaire and participate in an interview about how their PWP supervisee 
approached their work. Demographic information was not available for 
supervisors. 
 
2.2.3 Clients 
Routinely collected, anonymised client data was obtained from electronic 
downloads from the participating services. Requests for data were made to data 
managers in IAPT services, who ensured anonymity of client details. Client 
outcomes were included in the project data set if; (1) clients had attended at 
least two sessions with a participating PWP, which included an assessment; (2) 
clients had completed a standard battery of outcome measures at the first and 
last session and (3) clients had attended individual sessions with PWPs as 
group work data was not included. Accordingly, data included both completed 
cases and “in treatment” cases in order to increase the number of clients seen 
by these PWPs and to get the most up-to-date reflection of their skills and 
effectiveness since completing their training. However, two services were only 
able to provide completed cases. 
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Complete datasets were obtained for 1,122 clients. Clients had a mean age of 
41.1 years (SD = 14.2 years; range = 16 - 92 years) with females comprising 
64.7% of the sample. In terms of ethnicity, 65.8% identified themselves as 
Caucasian, 2.8% as Asian, 0.7% as Black Caribbean or African, and 1.1% as 
mixed race. Ethnicity information was not available for 29.3% of the sample. 
Clients received an average of 4.57 sessions/contacts (SD = 2.88; range 2 – 
21).  
 
2.3  Measures 
2.3.1  PWP measures 
PWPs completed a battery of measures focusing on intuition, ego strength, and 
resilience. Measures were mailed to PWPs and were packaged in order as 
listed below: 
Psychological Wellbeing Practitioner Demographic Information Sheet 
(Appendix IX): This sheet requested demographic information relating to the 
PWP’s gender, age, previous experience, and training in mental health.   
Ego strength (Appendix X): The Psychosocial Inventory of Ego Strengths 
(PIES; Markstrom, et al., 1997) was used to measure ego strength.  The 
PIES comprises 64 items, rated on a 5-point likert scale (rated 1-5) that can 
be summed to give a total Ego Strength score. An example item is: “I have 
strengths that enable me to be effective in certain situations”. The PIES has 
been shown to have good internal consistency (α = 0.94; Markstrom et al., 
1997) and good construct validity (Markstrom & Marshall, 2007). 
Intuition (Appendix XI): The Rational-Experiential Inventory (REI; Pacini & 
Epstein, 1999) was used to measure intuition.  The REI assesses an 
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individual’s preference for either rational or experiential cognition (20-item 
scales each). Items are rated on a 5-point scale (rated 1-5).  Rationality 
scale items include: “I have a logical mind” and experiential items include: “I 
believe in trusting my hunches”. The two REI scales have good internal 
consistency (Rationality scale: α = 0.90; Experientiality scale: α = 0.87; 
Pacini & Epstein, 1999) and test-retest reliability (Rationality scale: r = 0.76; 
Experientiality scale: r = 0.83; Handley, Newstead, & Wright, 2000).  
Resilience (Appendix XII): The Connor-Davidson Resilience Scale was used 
to measure resilience (CD-RISC; Connor & Davidson, 2003). This is a 25-
item measure, with each item rated on a 5 point likert scale (rated 0-4). 
Items are summed to give a total resilience score and include “under 
pressure, I stay focused and think clearly”. The CD-RSIC has good internal 
consistency (α = 0.89) and test-retest reliability (intraclass correlation 
coefficient = 0.87). 
Interview Schedule: The PWP interview schedule was developed based on 
the Jennings and Skovholt (1999) qualitative study of master therapists. 
Four of the original interview questions were included in the original 
schedule such as “what is particularly therapeutic about you?”. These were 
adapted and revised based on feedback from three pilot interviews and 
based on the specifics of the PWP role. The original and revised schedules 
are presented in Appendices XIII and XIV.  
2.3.2 Supervisor Measure: 
Intuition: Supervisors completed the Rational-Experiential Inventory (REI; 
Pacini & Epstein, 1999).  As the focus was on their named PWP supervisee 
rather than them as supervisors, the questions were re-worded and framed 
in the 3rd person (i.e., “the supervisee has a logical mind”; Appendix XV). 
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However, as the REI is designed as a self-report rather than an other-rated 
measure, reliability and validity data cannot be directly transferred or 
assumed.  
Interview Schedule: The interview schedule for supervisors was developed 
based on the Jennings and Skovholt (1999) qualitative study of master 
therapists, but this time adapted for the specifics a supervisory role. Four of 
the original interview questions were included in the original supervisor 
schedule such as “what distinguishes a good therapist from a great 
therapist?” (therapist changed to PWP).  The questions were adapted and 
revised based on feedback from one pilot interview. The original and revised 
schedules can be seen in Appendices XVI and XVII.  
 
Supervisors were not asked to complete measures of ego strength and 
resilience about their PWP due to difficulties in rewording questionnaires and to 
minimise the burden on supervisors’ time. 
 
2.3.3 Client Measures: 
Patient Health Questionnaire-9 (PHQ-9; Appendix XVIII): The PHQ-9 is a 
brief measure of depression (Kroenke, Spitzer, & Williams, 2001). It 
comprises 9 items with all items relating to DSM-IV classifications of 
symptoms of depression. A score of 10 is recommended as a cut-off for 
clinical samples. Items include: “feeling down, depressed, or hopeless”. The 
PHQ-9 is reported to have high sensitivity (92%) and specificity (80%) when 
using a cut-off of a score of 10 (Gilbody, Richards, Brearly, & Hewitt, 2007). 
It is also reported to have good construct validity and internal reliability (α = 
0.89; Kroenke, Spitzer, & Williams, 2001). 
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Generalised Anxiety Disorder (GAD-7; Appendix XIX): This is a brief 
measure of anxiety (Spitzer, Kroenke, Williams, & Lowe, 2006).  The GAD-7 
comprises 7 items with total scores ranging from 0-21.  Items include: 
“trouble relaxing”. Using a cut-off of 10 points, the GAD-7 is reported to have 
good sensitivity (98%) and specificity (82%) (Gilbody et al., 2007). The GAD-
7 has good construct validity, internal consistency (α = 0.92) and test-retest 
reliability (r = 0.83; Spitzer et al., 2006).  
 
2.4  Procedures 
2.4.1  Recruitment 
NHS Ethical approval for the project was received from the South Yorkshire 
Research Ethics Committee (REC Reference: 10/H1310/56; Appendix XX). 
Governance approval was received from all participating NHS trusts and 
organisations. Following these approvals, potential participants were 
approached via email or from presentations by the lead researcher. Those 
PWPs agreeing to participate were mailed questionnaire packs, with freepost 
returns. Once written consent was received from the PWP, supervisors were 
contacted and outcome data was sought from the employing service. 
 
2.4.2  Quantitative Data and Blinding Procedures 
In order to ensure no contamination or bias in the interviews as a result of 
information gained from the PWP and supervisor measures, the lead researcher 
did not have sight of these questionnaires until after completion of all interviews. 
Returned questionnaires were therefore stored by a member of the research 
team (S.K.) until all interviews had been carried out. 
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Client routine outcome data was collated electronically from pre-existing 
datasets held by each employing IAPT service. The results of session-by-
session outcome scales, including PHQ-9 and GAD-7, were inputted as 
mandated by the Department of Health into electronic patient information 
systems and held by the service.  
 
In order to minimise any potential bias arising from knowledge of the 
effectiveness of individual PWPs, blinding procedures were used when 
requesting the outcome data from services. To ensure that the lead researcher, 
who conducted the interviews, was blind to outcome data whilst the interviews 
were being conducted, all outcome data was sent to a third party (D.S.) who 
was not involved in the interviews. Accordingly, the researcher did not access 
client-completed, PWP-completed, or supervisor-completed measures prior to 
interviewing PWPs or supervisors.  
 
An additional layer of blinding was added by ensuring that PWPs were 
anonymised in their datasets by data managers, and anonymity was checked 
by the third party. This enabled the lead researcher conducting the multi-level 
modelling analysis to do so without identifying any PWPs. This minimised any 
bias in the analysis and ranking of PWP effectiveness. 
 
2.4.3  Interview Procedure 
The interview schedule was piloted in January 2011 with three PWPs who were 
trained in earlier IAPT cohorts and therefore were not eligible to participate in 
the current study. One of these participants was also a trained supervisor and 
therefore piloted the supervisor interview schedule. Amendments to the 
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schedules were made based on feedback from these interviews, which ensured 
the questions were more focussed and less general, with specific elements of 
how the question related to the PWP’s clinical practice. For example, an original 
question was “how important to you is supervision?” and was changed to “how 
do you use and engage with clinical and case management supervision to 
improve your skills as a PWP?” thus reflecting a more focussed and specific 
question.  
 
Once a revised version of the interview schedule had been developed, the 21 
participating PWPs and the 17 supervisors engaged in the interviews over the 
telephone (n=28) or face-to-face (n=10) depending on geographical proximity to 
the lead researcher. The order of the interviews (i.e., PWP or supervisor 
interviewed first) was counterbalanced to minimise any order effects. Interviews 
were conducted between 18th February and 1st June 2011. 
 
2.5 Data Analyses 
2.5.1. Electronic client outcome data 
To determine levels of therapist effectiveness, electronic anonymised client 
outcomes for each PWP were analysed using multi-level modelling. Data was 
included in the analysis from the date a PWP started in their service to the end 
of February 2011. This applied to all but one service which was only able to 
provide data until the end of September 2010.  
 
Analysis was conducted using multi-level modelling software (MLwiN v2.3; 
Rabash, Charlton, Browne, Healy, & Cameron, 2009). In order to allow 
generalisation to other populations of PWPs, therapists were treated as random 
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variables (Kim, Wampold, & Bolt, 2006).  Two separate models were 
developed, one based on the PHQ-9, the other on the GAD-7, to examine 
differences in therapist performance these measures. Pre-treatment scores and 
interactions between the measures were accounted for by inclusion of both 
PHQ-9 and GAD-7 pre-treatment scores in both models. Each model was 
developed using two levels: clients at level 1 and PWPs at level 2. Due to the 
small number of services included in the study, it was not possible to test for a 
third level of service effects.  
 
Multi-level models were developed in stages using Iterative Generalised Least 
Squares (IGLS) procedures, beginning with a single level regression, 
progressing to a random intercepts model and finally to a random slope model. 
At each development stage, improvements in the model were considered using 
chi squared distribution to test the significance of the difference between the -
2*loglikelihoods.  The MLM analysis was used in three ways: (1) to examine the 
amount of variance in the outcomes attributable to PWPs, controlling for pre-
treatment scores, (2) to examine the shape of residual plots of PWP variation, 
and (3) to use this shape to determine quartiles of PWPs based on the rank of 
their residual plots.  
 
2.5.2 Methods of analysing change on client measures 
Client outcomes were also analysed using recovery rates, which were 
determined based on criteria set out by Clark et al. (2009) and adopted in IAPT 
services. Recovery is determined by the proportion of clients who meet criterion 
for “caseness” at pre-treatment; that is, a score of 10 or more on the PHQ-9 
and/or 8 or more on the GAD-7. Those clients who meet the threshold for 
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caseness, then need to have a post-treatment score on the PHQ-9 of 9 or less 
and a GAD-7 score of 7 or less to be considered “recovered”.  
 
This definition of recovery does not take into account the concept of reliable 
change, in which the pre-post change is required to exceed that which might be 
expected due to measurement error. The proportion of clients who reliably 
improved or reliably deteriorated was calculated using the Reliable Change 
Index (Jacobson & Truax, 1991). This was calculated separately for the PHQ-9 
and the GAD-7. The formula used in the calculation was; 
 
The standard deviation was taken from the population analysed in the original 
evaluation of the IAPT demonstration site at Doncaster (Clark et al., 2009). 
Internal reliability estimate used for the PHQ-9 was α = .89 (Kroenke et al., 
2001) and for GAD-7 was α = .92 (Spitzer et al., 2006). Clients were considered 
to have made reliable change if their scores had moved at post-treatment by at 
least 6 points on the PHQ-9 or by 4 points on the GAD-7. Reliable 
improvements were achieved if scores decreased by these margins and the 
criterion for reliable deterioration was met if scores increased by these amounts. 
 
2.5.3 Questionnaire Data 
PWPs were allocated into upper and lower effectiveness quartiles (n=5) based 
on the ranks developed from the MLM. This allowed for non-parametric 
statistical analysis of differences between the groups on their questionnaire 
scores. Statistical analysis was carried out using SPSS version19.  Mann 
Whitney U tests were used to test for differences between the groups on self-
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rated and supervisor rated questionnaires. A non-parametric test was selected 
due to the small number of participants in each group. 
  
T-tests were used to examine differences between the quartiles using client 
outcomes, such as post-treatment scores and change scores. A parametric test 
was chosen for this analysis due to the large numbers of client data available to 
analyse. Accordingly the assumptions underpinning a parametric test were not 
violated.  
 
Uncontrolled effect sizes were calculated for the upper and lower quartiles using 
Cohen’s d. Using the standard criteria, uncontrolled effect sizes of .2 were 
considered small; .5 medium and .8 large. Although the original definitions were 
based on controlled effects sizes, with comparison of groups, the meaning of 
the size of uncontrolled effect sizes, (i.e., not compared to a group) remains the 
same. 
 
2.5.4 Qualitative Analysis 
Analysis of the PWP and supervisor interviews was conducted using Template 
Analysis (TA; King, 1998). In TA the researcher can define a priori codes that 
they expect to find in the data - the template - but modify these throughout the 
analysis as more codes emerge (King, 2004). This approach is widely used in 
health research (e.g., King, Thomas, & Bell, 2003). An advantage of this 
approach lies in it being a flexible approach that can be easily modified for 
different, specific areas of study (King, 2004). 
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A key feature of TA is hierarchical coding, with higher order codes overarching 
a cluster of lower order codes in a similar theme (King, 2004). In this project, a 
priori, high order themes were based on the interview schedules. Interviews 
were then analysed in two stages: (1) initial exploration of the data of all 
participants (2) examination of common lower order themes between upper and 
lower quartiles. 
 
High order themes were used as a guide to examine emerging lower order 
themes of all 21 PWPs and 17 supervisors in the first stage of analysis. This is 
consistent with the “listing codes” procedure outlined by King (2004).  The 
notion of “selectivity” was used in this process, identifying themes of central 
relevance to the research question (King, 2004). However, to minimise bias and 
facilitate openness, an independent researcher (a doctoral level student familiar 
with TA) also analysed 15 per cent of the interviews (n=6), as a form of quality 
control. They independently coded lower order themes from the template of 
high order themes, which were then compared with the lead researcher’s 
codings.  
 
The second stage of analysis allowed examination of differences between the 
groups of more and less effective PWPs. At this stage, some higher order 
themes were deleted or redefined according to the TA procedure (King, 2004). 
Themes were deleted if less than two PWPs or supervisors had described a 
similar lower order theme of relevance to the high order theme. Lower order 
themes that were identified by two or more PWPs or supervisors in their 
respective group (i.e., upper or lower quartile) were included as a final lower 
order theme. Quality control procedures were then implemented for this part of 
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the analysis with another independent rater who was also a doctoral level 
student familiar with qualitative analysis. They examined the high and lower 
order themes for the quartile groups to determine whether agreement was met 
regarding their appropriateness and fit.  
 
3.  Results 
The results are presented in four specific phases as follows: (1) descriptive 
statistics provide a context of the data; (2) MLM analysis provides the test of 
therapist effects and yield groupings of more and less effective therapists; (3) 
inferential statistics employed to compare key variables between upper and 
lower quartiles of PWPs; (4) and qualitative results detail the overall 
comparisons of the more and less effective therapists based on their interview 
data. 
 
3.1  Descriptive Data: Client, service, and individual practitioner levels 
Descriptive results are presented to contextualise the PWP sample studied. 
Three levels of descriptive data are included; client, service, and PWP level.  
 
3.1.1  Client-level outcome data 
Table 1 presents the mean outcomes for the PHQ-9 and GAD-7 for all clients 
(n=1,122). The mean change scores (i.e., from pre- to post-therapy) on the 
PHQ-9 and GAD-7 were 3.34 and 3.05 respectively. The corresponding 
uncontrolled effect sizes, using the respective pre-treatment SD as the 
denominator, were 0.52 and 0.55. Recovery rates for the overall sample were 
calculated at 35.4 per cent. 
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Table 1: 
Client outcomes scores at pre and post treatment, change scores and effect 
sizes 
Outcome 
measure 
Pre-treatment 
score mean 
(SD) 
Post-treatment 
score mean 
(SD) 
Change score 
mean (SD) 
Uncontrolled 
effect size 
 
PHQ-9 
 
13.17 (6.43) 
 
9.83 (7.15) 
 
3.34 (6.43) 
 
0.52 
 
GAD-7 
 
12.04 (5.57) 
 
8.99 (6.32) 
 
3.05 (5.82) 
 
0.55 
 
 
 
3.1.2  Service-level outcome data 
The service level descriptive data is reported in Table 2. One service was 
excluded from this analysis in order to protect the anonymity of the single PWP 
employed by this service. Table 2 reports the means and SDs for pre-treatment, 
post-treatment, change scores, and the resultant uncontrolled effect sizes for 
each service. The data demonstrates a range in terms of each of these indices. 
One service was found to have lower pre-treatment scores on the PHQ-9 and 
GAD-7 than the rest of the services (9.51 and 9.59 respectively for service 4).  
Service 2 was also found to have low effect sizes compared to other services, 
with .44 and .46 on the PHQ-9 and GAD-7 respectively.  
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Table 2: Change Scores, Effect Sizes and Recovery Rates by Service 
 PHQ-9 GAD-7 
PHQ-9 & GAD-7 
combined 
Service 
M (SD) Change 
score  
M (SD) 
Uncontrolled 
effect size M 
M (SD) Change 
score  
M (SD) 
Uncontrolled 
effect size M 
Caseness 
% at 
intake* 
Recovery 
%** 
Pre-
treatment 
Post-
treatment 
Pre-
treatment 
Post-
treatment 
1 12.82 (6.46) 7.01 (6.22) 5.81 (6.52) 0.90 12.15 (5.34) 6.75 (5.44) 5.39 (5.92) 1.01 83.16 51.90 
2 13.66 (6.23) 10.89 (7.24) 2.77 (5.42) 0.44 12.62 (5.60) 10.02 (6.58) 2.60 (5.18) 0.46 86.12 29.67 
3 14.60 (5.75) 10.10 (6.84) 4.50 (6.17) 0.78 13.08 (4.90) 9.00 (5.88) 4.08 (5.59) 0.83 90.27 35.29 
4 9.81 (6.83) 5.81 (6.89) 4.00 (4.80) 0.59 9.59 (5.64) 5.44 (5.92) 4.12 (4.48) 0.73 61.54 53.12 
5 13.60 (6.25) 8.75 (6.68) 4.84 (5.97) 0.77 12.14 (5.44) 7.87 (5.79) 4.28 (5.51) 0.78 83.00 43.33 
* To meet “caseness” at pre-treatment, clients must have a score of 10 or more on the PHQ-9 and/or 8 or more on the GAD-7 – that is a ‘case’ score above the 
threshold on either measure. 
** Clients are considered “recovered” if they met the threshold for “caseness” at pre-treatment, and then have a post-treatment score on the PHQ-9 of 9 or less and 
a GAD-7 score of 7 or less – that is scores on both measures must be met for recovery. 
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3.1.3 PWP level descriptive data 
Tables 3 and 4 present breakdowns of client data by individual PWPs. Table 3 
focuses on descriptive information of the number of clients per PWP and 
sessions delivered.  Table 4 documents measures of change including pre-post 
change scores, uncontrolled effect sizes, recovery rates and reliable change. 
These tables illustrate the range of scores across the PWP sample.  
 
Table 3 also shows that the number of clients on each PWP’s caseload ranged 
between 8 and 197. The outcome of Spearman’s correlation showed that there 
was a non-significant relationship between PWP caseload and PHQ-9 change 
score (r = -.194, p = .399) and between caseload and PHQ-9 post-treatment 
score (r = .318, p = .160). 
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Table 3: Individual PWP caseload variables 
*The timeframe for each practitioner to have individual client contact varied as a function of their 
PWP training course start dates (ranging from September 2009 to April 2010). Additional factors 
influencing caseloads included individual service level policies on when client contact could 
begin, differences in service referral rates and PWP employment status/leave. For further 
details, please see the discussion section.
 
PWP 
Id. 
No. 
  PHQ-9 GAD-7 
Clients per 
PWP 
N* 
Number of 
sessions  
M 
M (SD) M (SD) 
Pre-score Post-score Pre-score Post-score 
1 17 4.65 15.94 (5.68) 9.53 (5.86) 14.59 (4.87) 8.88 (6.09) 
2 39 3.77 13.77 (6.05) 10.90 (7.61) 13.33 (5.11) 10.38 (6.34) 
3 15 3.73 18.00 (4.21) 12.67 (6.01) 14.27 (4.65) 9.20 (4.59) 
4 19 4.37 12.42 (6.14) 8.42 (7.06) 10.79 (5.22) 7.79 (6.54) 
5 23 3.57 14.61 (4.96) 8.87 (6.25) 12.65 (4.00) 7.61 (4.93) 
6 64 4.95 11.27 (6.11) 6.75 (6.07) 11.16 (5.09) 6.63 (5.48) 
7 46 5.15 13.28 (5.88) 8.37 (6.66) 12.80 (5.21) 7.65 (5.91) 
8 197 5.58 12.23 (6.85) 13.15 (6.91) 10.91 (5.95) 11.87 (6.16) 
9 15 6.60 10.93 (8.04) 7.13 (8.55) 10.73 (5.71) 6.47 (7.24) 
10 12 5.75 9.58 (5.63) 4.17 (5.77) 8.83 (5.36) 3.58 (5.02) 
11 17 4.47 10.35 (6.33) 5.76 (5.87) 10.53 (5.93) 5.82 (5.65) 
12 8 3.75 6.88 (7.43) 5.88 (7.77) 6.38 (4.84) 5.50 (5.45) 
13 80 4.28 13.79 (6.88) 6.43 (5.79) 12.56 (5.56) 6.34 (5.14) 
14 54 4.74 10.78 (5.80) 6.31 (5.85) 10.19 (5.48) 6.02 (5.19) 
15 194 2.70 14.60 (6.13) 12.28 (7.11) 13.58 (5.16) 11.39 (6.22) 
16 69 3.65 13.26 (6.16) 10.57 (7.15) 11.83 (6.24) 9.28 (7.18) 
17 60 6.50 13.53 (5.10) 8.17 (5.65) 12.60 (4.63) 7.17 (5.03) 
18 37 4.78 12.57 (7.03) 7.84 (7.30) 10.11 (4.90) 6.68 (6.16) 
19 35 7.06 15.91 (6.29) 10.40 (7.50) 14.26 (5.74) 9.97 (5.57) 
20 49 4.88 13.80 (6.41) 10.69 (7.33) 13.31 (5.76) 9.88 (6.67) 
21 72 4.58 12.92 (6.44) 7.60 (5.96) 10.99 (5.47) 6.67 (5.13) 
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Table 4: Mean (SD) Client Outcome Score, Effect Sizes and Recovery Rates by PWP 
 
PWP 
Id. 
No. 
PHQ-9 GAD-7 PHQ-9 & GAD-7 
Change 
score 
M (SD) 
Uncontrolled 
Effect size 
Reliable 
improvement 
(%)  
Reliable 
deterioration 
(%) 
Change 
score 
M (SD) 
Uncontrolled 
effect size 
Reliable 
improvement 
(%)  
Reliable 
deterioration 
(%) 
Caseness 
rate (%) 
Recovery 
rate (%) 
1 6.41 (6.06) 1.13 52.94 5.88 5.71 (5.79) 1.17 58.82 0.00 100.00 47.06 
2 2.87 (6.56) 0.47 23.08 10.26 2.95 (5.80) 0.58 41.03 10.26 89.74 28.75 
3 5.33 (6.03) 1.27 46.67 0.00 5.07 (4.43) 1.09 66.66 6.67 100.00 33.33 
4 4.00 (6.47) 0.65 47.37 5.26 3.00 (5.30) 0.57 57.89 15.79 68.42 30.77 
5 5.74 (5.10) 1.16 39.13 0.00 5.04 (5.84) 1.26 47.83 0.00 95.65 40.90 
6 4.52 (6.51) 0.74 42.19 9.38 4.53 (5.70) 0.89 59.38 6.25 81.25 50.00 
7 4.91 (5.50) 0.84 39.13 4.35 5.15 (4.99) 0.99 65.22 0.00 82.61 44.74 
8 -.91 (6.82) -0.13 11.68 24.37 -.96 (5.49) -0.16 14.72 20.81 73.64 13.10 
9 3.80 (5.87) 0.47 20.00 0.00 4.27 (4.88) 0.75 53.33 6.67 66.67 40.00 
10 5.42 (5.11) 0.96 33.33 0.00 5.25 (4.31) 0.98 66.67 0.00 66.67 75.00 
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   PHQ-9    GAD-7   PHQ-9 & GAD-7 
PWP 
ID 
No. 
Change 
score 
M (SD) 
Uncontrolled 
Effect size 
Reliable 
improvement 
(%) 
Reliable 
deterioration 
(%) 
Change 
score 
M (SD) 
Uncontrolled 
effect size 
Reliable 
improvement 
(%) 
Reliable 
deterioration 
(%) 
Caseness 
rate (%) 
Recovery 
rate (%) 
11 4.59 (4.26 0.73 41.18 0.00 4.71 (4.82) 0.79 58.82 0.00 70.59 58.33 
12 1.00 (1.41) 0.13 0.00 0.00 0.88 (1.13) 0.18 0.00 0.00 25.00 0.00 
13 7.36 (6.82) 1.07 53.75 1.25 6.23 (6.51) 1.12 62.50 5.00 85.00 57.35 
14 4.46 (6.53) 0.77 40.74 7.41 4.17 (6.19) 0.76 51.85 5.56 70.37 68.42 
15 2.32 (4.74) 0.38 21.13 3.61 2.19 (4.53) 0.42 27.84 3.09 91.24 19.20 
16 2.70 (6.02) 0.98 27.54 4.35 2.55 (5.84) 0.41 33.33 5.70 84.58 36.21 
17 5.37 (5.27) 1.05 48.53 28.33 5.43 (5.31) 1.17 63.33 3.33 90.00 50.00 
18 4.73 (6.55) 0.67 40.54 5.41 3.43 (5.19) 0.7 45.95 5.41 67.57 48.00 
19 5.51 (7.46) 0.88 48.57 2.86 4.29 (5.67) 0.75 57.14 8.57 91.43 34.38 
20 3.10(5.31) 0.48 24.49 4.08 3.43 (6.18) 0.60 38.78 4.08 87.76 37.21 
21 5.32 (5.75) 0.83 43.06 4.17 4.32 (5.23) 0.77 52.78 2.78 77.78 44.64 
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3.2 Multi-level modelling 
This section details the procedures and analysis used in order to determine 
whether a therapist effect was present in the sample.  Separate multi-level 
models were derived for the PHQ-9 and GAD-7 in order to compare the results.  
 
The initial single level regression analysis allowed examination of the 
relationship between the pre-treatment scores and post-treatment scores. The 
estimated regression lines were:  
 
Formula 1:  
Formula 2:  
 
This indicated a positive relationship between the pre- and post-treatment 
scores on both measures, with clients obtaining higher scores at pre-treatment 
also having higher scores at post-treatment. Pre-treatment scores of the 
alternative measure were then included plus the interaction between the 
measures. For example, in the model for the PHQ-9, the GAD-7 pre-treatment 
scores were included as variables plus the interaction between the PHQ-9 and 
GAD-7 pre-treatment to determine whether this had an effect on the PHQ-9 
post-treatment score as the model progressed to a multi-level stage.  
 
A multi-level model was developed, with the inclusion of PWPs at level two and 
allowing individual PWPs regression lines and intercepts to vary, but keeping a 
common slope. Using the likelihoods ratio test to estimate the between PWP 
variation in the intercepts (i.e., comparing this to the results of the single level 
regression) showed that the difference was significant for both measures: PHQ-
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9 χ2(1) = 139.923, p < .001; GAD-7 χ2(1) = 140.434, p < .001. These results 
indicate that the random intercept model was a better fit for the results than the 
single level regression.  This result suggests that there is significant variability 
between PWPs even after adjusting for clients’ pre-treatment scores. 
 
The next stage of the model, the random slopes model, built on the random 
intercept model by allowing the slopes to vary between PWPs. The results for 
the final PHQ-9 model (model 1) and for the GAD-7 (model 2) are presented 
below. 
 
Model 1, relating to the PHQ-9 scores, is shown below, with full details 
presented in Appendix XXI. Model 1 shows that the intercepts of the individual 
PWP lines are varied, with a mean of 8.664 (SE 0.437) and a variance of 2.779 
(SE 1.131). The coefficient of the PHQ-9 average slope is estimated at 0.549 
(SE 0.046) and individual PWP slopes vary about this mean with an estimated 
variance of 0.013 (SE 0.009). There is a positive covariance between intercepts 
and slopes estimated as +0.074 (SE 0.074) indicating that larger intercepts tend 
to have steeper slopes. That is, the regression lines for the PWPs ‘fan out’. 
However, the large standard error indicates a large degree of uncertainty. The 
loglikelihood test for model 1 was significant (χ2(2) = 13.725, p < .05), thereby 
indicating an improvement from the random intercept model.  
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Model 1: 
 
 
Model 2, relating to the GAD-7 scores, is shown below and full details can be 
found in Appendix XXII. Model 2 shows that the intercepts of the individual PWP 
lines were varied, with a mean 7.805 (SE 0.393) and variance of 2.262 (SE 
0.917). The coefficient of the PHQ-9 average slope is estimated at 0.478 (SE 
0.048) and individual PWP slopes varied about this mean with an estimated 
variance of 0.015 (SE 0.010). There is a positive covariance between intercepts 
and slopes estimated as +0.112 (SE 0.073). The ‘fanning out’ of the PWP 
regression lines appears more certain for the GAD-7 than for the PHQ-9. The 
loglikelihood test for model 2 was significant (χ2(2) = 16.337, p < .001), 
indicating a significant improvement on the previous models. 
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Model 2:  
 
 
3.2.1 Intraclass Correlation 
The extent of similarity between individuals in the same group is indexed by the 
intra-class correlation (ICC). The ICC measures the proportion of the total 
residual variation due to differences between groups. In the present study, the 
ICC measures the extent to which the variance in PHQ-9 and GAD-7 post-
treatment scores, when accounting for pre-treatment scores, is attributable to 
PWPs. It is represented by the formula: 
 
 
 
Formula 3:  
 
 
Formula 4:  
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Formula 3 yields an ICC of 8.71 for the PHQ-9, indicating that approximately 
8.7% of the total variance of post-treatment scores is attributed to differences 
between PWPs. Similarly, formula 4 for the GAD-7 yields an ICC of 8.80, which 
indicates that approximately 8.8% of the variance in post-treatment scores on 
this measure is attributed to differences between PWPs in terms of their clinical 
effectiveness.  
 
3.3  Defining PWP ranks from multi-level modelling 
In order to make comparisons between the overall outcomes of PWPs, the 
residuals of individual PWPs were used. The residuals represent how each 
PWP departs from the overall outcome mean for all PWPs, which in turn allows 
examination of the shape of the overall distribution of the residuals. PWPs were 
then ranked based on the mean value of the residual scores. 
 
Figure 1: Residual plots from model 1 
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Figure 2: Residual plots from model 2 
 
 
Figures 1 and 2 present the residuals of the 21 PWPs plotted for the PHQ-9 and 
GAD-7 respectively. The ranks are shown across the x axis with the PWP 
ranked the most effective (rank 1) at the bottom left, ranging across to the PWP 
ranked least effective (rank 21) at the top right. Although the confidence 
intervals are large, the data indicate that the confidence intervals for the mean 
values for three PWPs did not cross zero: PWPs with ranked numbers 1, 20 
and 21. These non-overlapping confidence intervals suggest that these PWPs 
yielded outcomes that were significantly different from the average outcomes at 
the 5% level. The remaining PWPs mean values all had confidence intervals 
that overlapped zero, indicating that they fell within the mean range.  
 
Table 5 illustrates where each PWP was ranked based on PHQ-9 and GAD-7 
outcomes. The rankings were broadly similar but not exactly identical for the 
78 
 
two measures, with a significant concordance rate measured by Kendall’s Tau 
of r = .86, p<.001. A composite of these ranks was created using the mean of 
the two rank positions and is shown in Table 5. Results of rankings based on 
recovery rates are also reported and concordance rates with the composite 
PHQ-9/GAD-7 ranks were also significant (r = .71, p<.001). Unlike MLM 
rankings, recovery rates do not take into account the whole sample of clients 
that PWPs worked with (i.e., to meet recovery clients had to meet caseness at 
pre-treatment). Accordingly, MLM rankings of individual PWPs were used in 
preference to recovery ranking in subsequent analyses.  
 
The shaded sections of Table 5 represent the upper (n=5) and lower (n=5) 
quartiles of PWPs, determined from their PHQ-9/GAD-7 rank position. For 
clarity in the remainder of the report, these PWPs will be referred to by their 
rank position on this composite scale (e.g., PWP number 13 will be referred to 
as PWP-1 as this is their rank position). 
 
Anonymised service codes for PWPs in the two quartiles are shown in Table 5 
Codes are not shown for the middle group of PWPs in order to protect the 
identity of the single PWP practitioner from that service. The service codes 
illustrate that there were PWPs from a mix of services across quartiles and that 
two services had PWPs in both the upper and lower quartiles.  
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Table 5: 
PWP Ranks of PHQ-9 and GAD-7 Scores 
 PWP Identification numbers 
Rank PHQ-9 GAD-7 
Composite 
PHQ-9 & 
GAD-7 
Service code 
(based on 
composite) 
Recovery rate 
1 13 13 13 A 10 
2 10 10 10 B 14 
3 14 14 14 C 11 
4 21 17 21 D 13 
5 6 21 17 D 6 
6 11 5 6  17 
7 17 11 11  18 
8 1 6 5  1 
9 7 7 1  7 
10 5 1 7  21 
11 18 3 18  5 
12 19 18 19  9 
13 9 9 3  20 
14 4 19 9  16 
15 3 4 4  19 
16 12 12 12  3 
17 20 20 20 D 4 
18 2 16 2 E 2 
19 16 2 16 C 15 
20 15 15 15 C 8 
21 8 8 8 F 12 
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3.4  Comparison of upper and lower quartiles of PWPs 
The PWPs populating the upper and lower quartiles were compared using data 
from: (1) client outcome scores on the PHQ-9 and GAD-7, (2) self-rated and 
supervisor-rated measures of intuition, ego strength, and resilience, and (3) 
qualitative interview data analysed using template analysis. The results are 
presented below. 
 
3.4.1  Comparison of quartiles based on client outcome scores 
Table 6 shows that scores on both the PHQ-9 and GAD-7 were significantly 
lower at post-treatment for the upper quartile than the lower quartile (PHQ-9, 
t(662) = 11.08, p < .001, d = .79; GAD-7, t(675) = 11.33, p < .001, d = .81). 
Levene’s test indicated unequal variances in both cases (PHQ-9, F = 25.527, p 
< .001; GAD-7, F = 45.203, p < .001) and the degrees of freedom were adjusted 
from 824 to 662 on the PHQ-9 and to 675 on the GAD-7. The change scores of 
PWPs in the upper quartile were significantly higher than those in lower quartile 
(PHQ-9,t(553) = 9.81, p<.001, d = .72; GAD-7 t(535) = 9.13, p<.001, d = .68). 
Again, Levene’s test indicated unequal variances in both cases (PHQ-9, F = 
4.54, p = .033; GAD-7, F = 7.93, p = .005) and the degrees of freedom were 
adjusted from 824 to 552 on the PHQ-9 and 534 on the GAD-7. PWPs in the 
upper quartile saw clients for significantly more sessions than those in the lower 
quartile (t(824) = 4.06, p<.001 d = .30). 
 
As PWP-21 appeared to be a significant outlier based on visual inspection of 
Figures 1 and 2, t-tests were conducted again excluding this PWP to test the 
effect of PWP-21. Excluding these data did not change the significance of the 
results. 
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Table 6 
Client Outcome Scores by PWP Quartiles 
 PHQ-9 M (SD) GAD-7 M (SD)  
Quartile Post-score 
Change 
score 
Uncontrolled 
effect Size 
Post- score 
Change 
score 
Uncontrolled 
effect size 
Number of 
sessions 
 
Upper 
 
6.99 (5.85) 
 
5.76 (6.17) 
 
0.92 
 
6.42 (5.13) 
 
5.12 (5.82) 
 
0.95 
 
4.99 (2.85) 
 
Lower 
 
13.45 (6.48) 
 
1.31 (6.12) 
 
0.20 
 
11.09 (6.42) 
 
1.27 (5.56) 
 
0.22 
 
4.13 (2.90) 
 
T-test 
 
11.08** 
 
9.81** 
  
11.33** 
 
9.126** 
  
4.06** 
 **p<0.001 
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3.4.2  Comparison of quartiles based on PWP measures 
The measures completed by PWPs (i.e., resilience, ego strength, and intuition) 
and by supervisors (i.e., intuition) were analysed using the Mann Whitney U 
test. Table 7 shows that resilience scores were significantly higher for PWPs in 
the upper quartile than in the lower quartile (U = 2.000, N₁ = 5, N₂ = 5, p = .03). 
Figure 3 shows the difference between the groups on resilience scores. All 
other comparisons between the groups of PWPs were non-significant. 
Supervisors differed significantly on their ratings of PWPs in the groups on 
experiential intuition (U = .500, N₁ = 5, N₂ = 5, p = .02). Differences between 
supervisors on the rational intuition scale were not significant. Again, these 
results were repeated excluding the PWP ranked 21 to determine whether this 
outlier had an effect on the results. This analysis did not change the significance 
of the results.  
 
Figure 3: Box plots of PWP quartiles and resilience (CD-RISC) scores 
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Table 7 
PWP Age and Scores of Resilience, Ego Strength and Intuition by Quartiles 
    
REI Intuition Score M (SD): 
PWP rated 
REI Intuition Score M (SD): 
Supervisor rated 
Quartile 
PWP Age M 
(SD) 
CD-RISC 
Resilience 
Score M (SD) 
PIES Ego 
Strength Score 
M (SD) 
 
Rational 
 
Experiential 
 
Rational 
 
Experiential 
 
Upper 
 
33.00 (8.83) 
 
82.00 (8.86) 
 
274.80 (9.99) 
 
64.00 (2.35) 
 
58.40 (5.18) 
 
62.40 (2.88) 
 
50.80 (4.82) 
 
Lower 
 
25.60 (3.13) 
 
70.20 (4.44) 
 
268.00 (9.62) 
 
66.00 (2.00) 
 
57.20 (3.11) 
 
61.25 (2.22) 
 
59.75 (4.99) 
 
Mann Whitney 
U 
 
7.000 
 
2.000* 
 
8.000 
 
4.000 
 
12.000 
 
7.500 
 
0.500* 
* p<0.05 
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3.5  Overview of quantitative results 
Multi-level modelling showed that almost 9% of the variance in outcome was 
attributable to therapists. The upper quartile of PWPs had significantly higher 
self-rated levels of resilience than the lower quartile of PWPs and supervisors of 
the lower quartile of PWPs rated their supervisees as higher in levels of 
experiential intuition. The following section reports the results of qualitative 
methodology used to explore the differences between the most effective and 
less effective groups of PWPs further.  
 
3.6 Qualitative Results 
The results presented here are from the second stage of analysis and compare 
the more effective and less effective PWP groups. The focus on these two 
groups is aimed at highlighting the differences between more and less effective 
practitioners. Full templates of lower order themes are not included in the report 
due to space constraints but examples are presented in Appendix XXIII and full 
templates are available from the author.    
 
High and lower order themes in the upper and lower quartiles for the PWPs and 
supervisors are mapped out in Figures 4 and 5 respectively. High order themes 
are presented on the left of the figures, with lower order themes of participants 
in the upper and lower quartiles on the right. The text in bold print relates to the 
lower order themes that emerged uniquely for either the upper or lower 
quartiles. All other lower order themes presented emerged in both quartiles of 
participants. Only differences between the groups are discussed further. Two 
high order themes were deleted due to lack of subthemes emerging amongst 
participants in the two groups: “how previous experience hindered” (PWP 
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question only) and “how CPD has influenced PWP practice” (supervisor and 
PWP question).   
 
Quality control procedures for the first stage of analysis resulted in a 78% 
agreement between the two raters for the lower order themes, which was 
considered acceptable. The second stage of quality control resulted in two 
changes to the labelling of lower order themes. The initial label of “deeper 
processing” was changed to “process supervision” in the upper quartile 
“engaging in supervision to improve practice” high order theme. Additionally 
under the high order theme of “gaps in skills and knowledge”, the lower order 
theme of “specific types of intervention” for PWPs in the less effective quartile 
was changed to “specific types of presentation” as this fitted more accurately 
with the quotes from PWPs.  
 
Illustrative quotes are used to highlight the relevant themes and are labelled by 
PWP letter and unique quote number. PWPs in the upper quartile were coded A 
- E, with PWPs in the lower quartile coded V - Z. For anonymity purposes, PWP 
letters do not relate directly to rank order and all quotes have been changed to 
refer to female PWPs, even if the PWPs interviewed were male. 
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Figure 4: High order and lower order sub-themes for PWP top and bottom quartiles 
 High order themes Lower order theme: PWP Upper Quartile 
 
Lower order theme: PWP Lower Quartile 
  Experience of talking to people in distress 
 Knowledge of CBT principles 
 Experience of talking to people in distress  
 Development of interpersonal skills 
 
  
 Checking decisions 
 Being prepared and organised 
 Utilising supervisor’s knowledge 
 Process supervision 
 
 
 
 Checking decisions 
 Specific clinical questions 
  Reading 
 Discussions with colleagues 
 Observing others 
 
 Reading 
 Discussions with colleagues 
  
 Knowledge of medication 
 Gaps go beyond remit of low intensity 
 
 
 Specific skills 
 Knowledge of specific presentations 
  
 Engage and relate well with others 
 Core clinical skills 
 Communication skills 
 Adapting interventions to the individual 
 
 
 Engage and relate well with others 
 Core clinical skills 
  
 Understanding IAPT model and PWP role 
 Knowledge of when to step up 
 
 Communication 
How previous experience helped 
current practice 
Methods of improving practice 
Engagement with supervision to 
improve skills 
Awareness of gaps in skills or 
knowledge 
Effectiveness in working in the 
stepped care model 
Hallmarks of clinical practice 
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Figure 5: High order and lower order sub-themes for supervisors of PWPs in the top and bottom quartiles 
 Higher order themes Lower order themes: Supervisor Upper Quartile 
 
Lower order themes: Supervisor Lower Quartile 
  Engages well 
 Good organisational skills 
 Openness to discussing difficulties 
 Active supervision participant 
 Engages well 
 Good organisational skills 
 Openness 
 
 
 
  
 
 Observation 
 Proactive in improving practice 
 Online research 
 
 
 
 Observation 
  
 Clinical skills 
 Knowledge and understanding 
 Organisational skills 
 
 
 
 Clinical skills 
 Knowledge and understanding 
 Interpersonal skills 
 Openness 
  
 Interpersonal skills 
 Clinical skills 
 Knowledge and understanding 
 
 Interpersonal skills 
 Clinical skills 
Methods of improving practice 
Engagement with supervision to 
improve skills 
Effective components of 
therapeutic delivery 
Hallmarks of clinical practice 
 
 
3.6.1  Upper quartile unique responses 
Figure 4 shows that a total of 11 unique lower order themes were reported by 
PWPs in the upper quartile. Supervisor responses elicited 6 different unique 
lower order themes.  
 
The more effective group of PWPs identified gaps in their skills and knowledge 
being limited to knowledge of medications. Reports indicated that they believed 
other gaps would go outside of the remit of PWP interventions: 
 
“I’m aware that there are things that I’m not sure about but I think they’re more 
high intensity work that needs doing” (PWP D:1) 
 
This lack of gaps, other than medication, suggests that these PWPs were 
confident in their abilities to fulfil the PWP role. Previous experience with CBT 
appeared to help develop this confidence in their current role.  
 
“I’d already done some face to face CBT work with less complex cases....so 
intervention wise I felt quite comfortable delivering interventions which are using 
a cognitive behavioural approach” (PWP B:2) 
 
Confidence was also reflected in the PWPs description of their ability to adapt 
interventions to the individual. The flexibility in providing interventions suggests 
that PWPs had a good basic understanding of these treatments and enough 
confidence in delivering them to allow them to be flexible.  
 
 
 
Having a good understanding of the IAPT model and PWP role was a factor that 
this group of PWPs said helped them to operate effectively in the stepped care 
model.  
 
“I think knowing my own limitations, I think that’s really important to the stepped 
care model that you stick to the clear steps” (PWP A:3) 
 
Supervisors reported that a good knowledge and understanding was an 
effective component of their supervisee’s therapeutic delivery.  Additionally, 
supervisors reflected that PWPs were open to discussing any difficulties they 
had in their work: 
 
“She’s very happy to bring along examples of things that are going well, things 
that are going less well” (Supervisor A:4) 
 
This suggests that effective PWPs felt comfortable in highlighting and 
discussing areas of difficulty. 
 
This group of PWPs and their supervisors reported that PWPs used proactive 
means of developing their skills. This was reflected in a number of ways. 
Supervisors described their supervisees as being proactive in finding methods 
to improve their practice and used online research.  PWPs described using 
observation of others in clinical practice to improve their own practice. Within 
supervision sessions, supervisors reported that these PWPs were active 
participants. This proactive stance was also reflected in PWPs reports of their 
engagement in supervision, describing how they get the most out of their 
 
 
supervisors by “utilising their supervisors’ skills” and also engaging in 
supervision at a deeper, process level.  
 
“With clinical supervision I try to get the most out of it through thinking of 
different ways we can use it, like by having case discussions, case 
presentations....role plays and things” (PWP A:5) 
 
Quote 5 illustrates the meaning of this theme as using supervision in a creative 
way to develop skills at a deeper level than simply using it to check out clinical 
decisions. PWPs also reported being proactive for supervision by ensuring that 
they were prepared and organised.  
 
“I usually [pull together information on] who I’m currently working with, recently 
assessed, recently discharged [other information including outcome scores] and 
present a copy of that every case management supervision to my supervisor 
and highlight which ones I’d like to discuss” (PWP B:6) 
 
Quote 6 demonstrates the high level of organisation and preparation that this 
group reported making for their supervision sessions. Good organisational skills 
of these PWPs were also reported by their supervisors in relation to the high 
order theme of “hallmarks of clinical practice.” This illustrates that both PWPs 
themselves and supervisors felt that this group of more effective PWPs were 
very organised.  
 
 
 
In addition to being organised and prepared, PWPs also discussed being 
thorough in their approach with clients, ensuring clarification in their 
communication: 
  
“I do make efforts to be explicit with clients about exactly why it is that I’m 
talking to them about doing certain things, the rationale for it and how it’s going 
to help them” (PWP D:7) 
 
Quote 7 illustrates the lower order theme of communication, where effective 
PWPs reported taking time to thoroughly explain the interventions they were 
using with clients. 
 
3.6.2 Lower quartile unique responses 
Figure 5 shows that five unique lower order themes emerged from PWPs in the 
lower quartile. Three unique lower order themes emerged from their 
supervisors. 
 
In contrast to PWPs in the upper quartile, this group of PWPs lower order 
themes appeared to reflect less confidence in their skills and abilities. For 
example, in terms of gaps in their skills and knowledge, the lower quartile group 
of PWPs felt that they needed further development in specific skills: 
 
“There’s a lot of emphasis on behavioural activation but I don’t feel like I have 
very good skills in delivering that” (PWP W:8) 
 
 
 
The reports of their approach to supervision also reflected less confidence, 
using supervision to ask specific clinical questions: 
 
“I’ve got loads of guidance on who I shouldn’t be seeing and who needs 
stepping up, and about things about the disorders we didn’t look at uni”  
(PWP Y:9) 
 
PWPs in the lower quartile reported that the main way to be effective in the 
stepped care model was through communication.  
 
“I make my best efforts to introduce myself to the GP so that I’m not just a 
name, so that they know I’m a presence and that I’m there to support their 
patients and try and open communication a little bit” (PWP Z:10) 
 
This account differs from PWPs in the top quartile as it does not reflect any 
specific factor associated with IAPT or the PWP role. In quote 10, the focus is 
on communication and not on communication specifically about step two 
interventions or about the IAPT model generally. 
 
Openness was a quality that supervisors of PWPs in the lower quartile reported 
across two higher order themes for example “If she’s not sure of something she 
will ask” (PWP V:11). However, this differs from openness reported by 
supervisors of upper quartile PWPs as it does not reflect an openness to 
difficulties. 
 
 
 
 
3.6.3  Overview of qualitative results 
The results from the TA analysis show lower order themes from PWPs in the 
upper quartile appeared to be related to these PWPs being confident in their 
interventions, feeling that they have few gaps in their skills and knowledge and 
taking a proactive, organised and thorough approach to supervision and their 
clinical work. In contrast, PWPs in the lower quartile appeared less confident in 
their skills and abilities, with more focus on gaps of specific skills and 
knowledge of different presentations. 
 
4.  Discussion 
4.1  Discussion Overview 
The aim of the present research was twofold: first, to test for the presence of 
therapist effects in a sample of psychological wellbeing practitioners (PWPs) 
across a variety of IAPT services, and second, to establish key factors that were 
characteristic of and differentiated between more effective and less effective 
PWPs. Results indicated that therapist effects accounted for approximately 9% 
of the variance in client outcomes and that more effective PWPs reported 
significantly higher levels of resilience than less effective PWPs. More effective 
PWPs also appeared to be more confident in their skills and took a more 
proactive, organised and thorough approach to their work than less effective 
PWPs. These results will be discussed in relation to the two key aims of the 
research: first, establishing the extent to which therapist effects are present in 
this PWP sample and, second, identifying the key components associated with 
more and less effective therapists. In addition, the wider implications for 
research and practice in the delivery of effective psychological therapies will be 
considered.  
 
 
4.2  Therapist effects 
The outcomes of this study can be seen as broadly representative of PWPs 
more generally. The present sample comprised 21 PWPs and although small, 
the overall recovery rates are similar to those of a larger sample of PWPs in the 
one year audit of national IAPT roll-out sites (Glover et al., 2010). When 
focussing specifically on the outcomes of low intensity interventions, Glover et 
al. (2010) reported recovery rates of 37.5 per cent, which is similar to the 
recovery rate of 35.4 per cent found in the present study.  
 
Notwithstanding the limited experience of the sample of PWPs, all were 
delivering NICE-approved cognitive-behavioural interventions. Although 
adherence to the CBT interventions was not specifically assessed, all PWPs 
had been specifically trained in their standardised interventions and should 
have been receiving standard supervision within the IAPT services as 
recommended by Turpin and Wheeler (2011). In this context, the first aim of the 
research was to determine – given the standardisation of intervention approach 
– whether and to what extent therapist effects were present.  
 
Utilising the most appropriate statistical analysis for nested data yielded a 
therapist effect of almost 9 per cent. This finding is comparable to previous 
studies of therapist effects in routine outpatient settings. Where the literature 
has reported the presence of therapist effects, the percentage of variance 
attributable to therapists has ranged from 5 – 8% (Lutz et al., 2007; Wampold & 
Brown, 2005). The current reported rate of approaching 9% is above the upper 
end of reported rates. This finding is important because the phenomenon of 
therapist effects has not been previously examined in the population of PWPs.  
 
 
This finding of a therapist effect in a PWP sample challenges the notion that 
standardised, evidence based interventions are not affected by the provider of 
the intervention. NICE guidance is one such system that recommends specific 
interventions for particular diagnostic presentations, and the present findings 
suggest a need to place a greater emphasis of the role of the provider than is 
currently the case. The current finding adds to a growing body of literature 
suggesting that variation between practitioners is a feature of service delivery 
systems (e.g., Lutz et al., 2007 and Wampold & Brown, 2005).  The variation 
found suggests that it is not only what intervention clients receive that has an 
effect on their progress, but also who provides the treatment. 
 
The clinical implication of the finding of a therapist effect in a PWP sample is 
that some PWPs will be less effective than others. Research has shown that 
when provided with feedback, therapists’ clinical outcomes can improve 
(Lambert, Whipple, Vermeersch, Smart, Hawkins, Nielsen & Goates, 2002). 
Clinicians and supervisors should therefore regularly review clinical outcomes in 
order to ensure that treatment is effective and if it is not, take action to remedy 
the situation (Kraus et al., 2011).  
 
As this study utilised a small sample of PWPs, future studies could build on the 
current research by utilising a larger PWP sample to determine whether these 
findings are replicated. In total, 29 PWPs were recruited for this study. However, 
datasets for 8 PWPs could not be included due to technical difficulties within the 
IAPT services in terms of their data management, storage and retrieval 
systems. These difficulties are a challenge to the routine retrieval of data that is 
at the heart of the IAPT model and philosophy (CSIP Choice & Access Team, 
 
 
2008). Subsequently, the sample utilised was smaller than the 30 practitioners 
recommended for use in MLM by Soldz (2006). However, this provided a 
naturalistic test to the 30 by 30 rule and found the presence of a therapist effect 
despite the smaller numbers. This finding suggests that using a sample smaller 
than 30 therapists can still yield reliable results. The results of this study were 
comparable to those of a study utilising a larger sample of therapists (Saxon & 
Barkham, submitted), in that the distribution of therapist residuals resulted in 
residual plots similar to the shape of those found in this smaller sample. The 
main difference between the two sets of findings is that the smaller sample of 
PWPs utilised resulted in larger confidence intervals of residuals than those 
found with a bigger sample of therapists. Notwithstanding the difference in 
confidence intervals, the similarities between the two studies suggest that a 
smaller sample of therapists can be reliably used in MLM analysis. One 
consequence may be that the guidance of a minimum of 30 therapists by 30 
clients may need revision, as these findings suggest that MLM procedures 
appear robust down to approximately 20 therapists. 
 
The number of clients on each PWP’s caseload ranged from 8 to 197 clients per 
PWP. This range was influenced by a number of factors. The cohort of PWPs 
sampled were those who completed their training in 2010, however the start 
dates for the courses varied from September 2009 to April 2010 meaning that 
PWPs from these courses had differing amounts of opportunity to have 
individual client contact. Individual services also varied on their policy about 
how long PWPs had to be in the service before they could independently begin 
working with clients, as opposed to shadowing more experienced staff. The 
status of individual services also impacted on the number of clients seen, as 
 
 
some services were well established with high referral rates, whilst others were 
newly developed meaning that they had lower rates of referral and less well 
established pathways. Services also differed in their expectations of the PWP 
role, with some PWPs being involved in more service development work and 
running groups, leaving them less time to work with clients on an individual 
basis. Individual PWPs also varied in their employment status (i.e. full time 
versus part time) and their sickness leave. Notwithstanding the differences in 
PWP caseload, variations were seen in their effectiveness, even when PWPs 
had seen a small number of clients.  
 
Additionally, no relationship was found between number of clients on PWP 
caseload and change scores or post-treatment scores indicating that caseload 
was not related to effectiveness. However, the two PWPs ranked as least 
effective had the highest caseloads, which were more than double the amount 
of clients seen by the PWP with the next highest caseload. This may therefore 
suggest that extremely high caseloads are not advantageous for successful 
clinical outcomes. However, future studies with larger sample sizes would be 
needed to explore this relationship further. 
 
4.3 Differences between more and less effective PWPs 
Notwithstanding the small sample sizes of PWPs in the upper and lower 
quartiles, significant differences were found between the groups on a number of 
variables. Client outcome scores of the two groups confirmed the effectiveness 
ratings assigned from MLM rankings, as the more effective PWPs had superior 
outcomes to their less effective colleagues. Uncontrolled effect sizes produced 
by the more effective PWPs were large whereas those produced by the less 
 
 
effective PWPs was small, and more effective PWPs had significantly higher 
change scores than their less effective peers, indicating higher levels of 
effectiveness in the more effective PWP group. The most effective PWPs also 
saw their clients on average for a longer amount of time. This is inconsistent 
with previous findings in the therapist effects literature, where effective 
therapists were also efficient in their use of time (Okiishi et al., 2003). The 
inconsistency with previous literature may reflect differences in the content and 
the overall short-term approach of PWP work. 
 
When addressing the question of what factors are associated with 
effectiveness, resilience appeared to be the most important factor, with more 
effective PWPs reporting higher self-rated levels of resilience. The concept of 
resilience relates to the ability to cope with adversity or stress (Rutter, 1993). 
The PWP role can be seen to be stressful as it involves carrying and managing 
a high caseload of clients with associated risk issues at times, which creates a 
large amount of administrative work as well as a considerable volume of clinical 
work. Additionally, PWPs undertake an intensive 12-month training programme 
where they receive feedback on their clinical and academic skills. In this 
context, therefore, it is unsurprising that PWPs need to have a level of resilience 
to manage all this work and to do so effectively. It may be that PWPs who have 
higher levels of resilience are able to cope with and manage the stressful 
training process and PWP role more successfully than those who are low in 
resilience.   
 
As previously stated, resilience is associated with intrapersonal and 
environmental characteristics (Tusai & Dyer, 2004). The use of an overall self-
 
 
report measure of resilience did not capture these concepts to examine whether 
such characteristics of resilience are associated with effective therapists. Future 
studies may benefit from exploring these factors in relation to effective 
therapists. Additionally, supervisor ratings of their PWPs resilience utilising 
validated, other-rated measures, could also be beneficial for future studies, to 
determine if supervisors corroborate the finding that more effective PWPs 
exhibit higher levels of resilience. 
 
In this study, although supervisor accounts of PWP resilience was not 
quantitatively examined, supervisor’s qualitative accounts of the more effective 
PWPs provided some indication that these PWPs appeared resilient as the 
PWPs were open to discussing difficulties in their work. Openness to difficulties 
was not a factor discussed by supervisors of less effective PWPs. This 
openness could suggest that the more effective PWPs were able to effectively 
handle feedback on cases that were not going well and therefore did not shy 
away from bringing these to supervision. In turn, discussing difficulties may 
have helped to develop skills in dealing with clinical challenges, thus helping to 
increase effectiveness. 
 
Experiential intuition is defined as information processing that is “preconscious, 
rapid, automatic, holistic, primarily nonverbal and immediately associated with 
affect” (Pacini & Epstein, 1999, p. 972). The use of such a processing style was 
rated significantly higher by supervisors of less effective PWPs than those of 
the more effective PWPs. This rating suggests that less effective PWPs are 
seen by their supervisors to rely more on affect driven information processing 
than more effective PWPs.  This finding is limited by the fact that the REI 
 
 
questionnaire used to measure this construct is not validated for “other-rated” 
use. Accordingly, these results should be interpreted with caution. Despite this, 
the finding of a significant difference between the groups as rated by 
supervisors, warrants further exploration of the role of experiential intuition in 
the effectiveness of PWPs. 
  
The use of less affect driven processing styles in their work was also reflected 
in the qualitative accounts of the more effective PWPs. These PWPs reported 
that they were more proactive, prepared and organised, which may have led 
supervisors to observe this group of PWPs as using less emotional processing 
and primarily being rational and analytic. More effective PWPs also reported an 
overall sense of being more confident in their skills and abilities. This 
confidence may be a result of the more effective PWPs being at a more 
advanced stage in their clinical development than less effective PWPs. For 
example, more effective PWPs reported a good understanding of the 
interventions, the IAPT model and PWP role, the ability to flexibly adapt their 
interventions and used supervision in more creative and process driven ways. 
These PWPs also reported the only gap in their skills was on knowledge of 
medication and that other gaps would go outside of their remit of low intensity 
interventions, for example they had gaps in their knowledge of detailed high 
intensity interventions. 
 
In contrast, less effective PWPs reported gaps in their skills and knowledge of 
the standard interventions delivered by PWPs, for example in behavioural 
activation. This lack of confidence in their skills may have been a factor in their 
 
 
using supervision to ask specific clinical questions, rather than the creative and 
use of process supervision reported by more effective PWPs.  
 
The use of supervision in different ways by trainee therapists at different stages 
of their development has been reported in the supervision literature (Stoltenberg 
& McNeill, 1997). Developmental models of supervision suggest that trainee 
therapists utilise supervision in different ways depending on their developmental 
needs. Stoltenberg and McNeill (1997) define level 1 trainees as relying on 
supervisors to provide specific guidance as they learn and develop new skills. 
When trainees progress to level 2, they become more confident having 
developed the basic skills and become more open to discussing personal 
issues of self-awareness (Stolenberg & McNeill, 1997). Part of the findings of 
the present analysis may reflect these developmental stages, with PWPs in the 
lower quartile perhaps still being at level 1 in their development and the upper 
quartile of PWPs may have progressed to level 2.  
 
Taking all the findings relating to more and less effective PWPs together 
suggest that more effective PWPs create greater change in their clients and use 
more sessions to do so. More effective PWPs are more resilient, appear to 
supervisors to use less experiential intuition in their work, are proactive and 
organised, more confident and perhaps are at a more advanced developmental 
stage in relation to their clinical work than less effective PWPs.  
 
4.4 Methodological Strengths and Limitations 
The main strength of this study was the use of methodological pluralism, 
utilising a combination of client outcome measures, PWP self-report measures, 
 
 
a supervisor rated measure and interview data. This mixed method approach 
allowed for triangulation of different types of data, in order to thoroughly 
examine PWP effectiveness. The blinding procedures used in the design of the 
research were also a strength of the design. Such procedures minimised any 
potential bias in analysing the effectiveness of PWPs, as their rank position was 
not known whilst MLM and qualitative analysis were being carried out. 
 
Although the findings from the multi-level modelling can be generalised to a 
wider population of PWPs due to the treatment of PWPs as a random factor in 
the analysis, the results of the comparison of upper and lower quartiles should 
be interpreted with caution due to the small numbers of PWPs in each group 
(n=5). The small sample therefore appears robust for using MLM, but means 
that small numbers of PWPs in the upper and lower groups for comparison may 
have reduced the reliability of these comparisons. Future studies should aim to 
use a larger sample size in order to increase the number of practitioners in the 
most and least effective groups, therefore increasing the reliability of the 
findings. 
 
 
4.5 Conclusions  
This study has found that there is variability between the effectiveness of PWPs 
and that therapist effects exist in this population. Almost 9 per cent of the 
variance in outcomes was found to be attributable to PWPs, which is consistent 
with the broader literature on therapist effects. Variation exists in a PWP sample 
despite the standardised training and supervision of this therapist group, and 
the finding adds to a growing body of literature indicating that therapists provide 
 
 
a significant contribution to outcomes. The treatment of PWPs as a random 
factor in the MLM analysis means that this finding can be generalised to PWPs 
more widely.  
 
More effective PWPs were found to have higher levels of resilience and 
reported confidence in their skills and abilities, and engaged in their work in a 
proactive, organised and thorough manner. The results of qualitative analysis 
suggested that the more effective PWPs may have been at a more advanced 
stage of their clinical development than less effective PWPs. Supervisors of less 
effective PWPs reported more use of experiential intuition in their supervisees 
than supervisors of more effective PWPs.  
 
This is the first study to examine the role of PWPs in this way. The findings 
suggest that there are differences between the most and least effective PWPs, 
particularly in their levels of resilience and future studies should aim to explore 
the relationship between resilience and effective practitioners further.  
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Appendix XIII – PWP Interview Schedule: Original Piloted Version 
 
 
Interview Schedule – PWP Version 
[Start tape recorder] 
 
As previously stated in the information sheet this telephone interview will be recorded. 
Is that ok? 
 
If participant says yes, begin the interview 
 
1. What previous experience did you have before becoming a psychological 
wellbeing practitioner? 
2. Since finishing the course, how much CPD have you engaged in? 
3. How important to you is supervision? 
4. What distinguishes a good PWP from a great PWP? 
5. What do you think are the characteristics of an effective PWP? 
6. Given two equally experienced PWPs, why would one be more effective than 
the other? 
7. What is particularly therapeutic about you? 
 
Check consent once the interview is complete. 
 
Thank you for participating.  
 
 
 
 
 
 
 
Appendix XIV – PWP Interview Schedule: Amended Version 
Amended Interview Schedule: PWP Version 
[Start tape recorder] 
As previously stated in the information sheet this telephone interview will be recorded. 
Is that ok? 
If participant says yes, begin the interview 
 
There will be seven questions altogether and the interview should take about 15-20 
minutes. 
 
1. What previous experience did you have before becoming a PWP and how does 
it help or hinder your current practice? 
2. Since finishing the PWP course, how much continuing professional 
development or training have you engaged in and how has it influenced your 
PWP practice? 
3. How do you use and engage with clinical and case management supervision to 
improve your skills as a PWP? 
4. What other methods do you use to improve your practice? 
5. Are you aware of any gaps in your skills or knowledge might make you less 
effective as a PWP at times? 
6. What do you think are the hallmarks of your clinical practice as a PWP. 
7. What do you feel makes you effective in your role as a PWP in terms of working 
in the stepped care model?  
 
That’s the end of the interview. Is there anything else that you want to add? 
 
Now that the interview has finished, are you still happy for the results to be used in the 
analysis? 
 
Thank you for participating.  
 
 
 
 
Appendix XV – Rational Experiential Inventory (REI): Supervisor version 
 
 
The REI supervisor version has not been included for copyright purposes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix XVI – Supervisor Interview schedule: Original Piloted Version 
 
 
Interview Schedule – Supervisor Version 
 
[Start tape recorder] 
 
As previously stated in the information sheet this telephone interview will be recorded. 
Is that ok? 
 
If participant says yes, begin the interview 
 
 
1. How long have you been supervising X? 
2. Since you have been supervising x, how much CPD have they engaged in? 
3. How important to x is supervision? 
4. How prepared is x for your supervision sessions? 
5. What distinguishes a good PWP from a great PWP? 
6. What do you think are the characteristics of an effective PWP? 
7. Given two equally experienced PWPs, why would one be more effective than 
the other? 
8. What is particularly therapeutic about x? 
 
Check consent once the interview is complete. 
 
Thank you for participating. 
  
 
 
Appendix XVII – Supervisor Interview Schedule: Amended Version 
 
Amended Interview Schedule – Supervisor Version 
[Start tape recorder] 
As previously stated in the information sheet this telephone interview will be recorded. 
Is that ok? 
If participant says yes, begin the interview 
 
There will be eight questions altogether and the interview should take about 15-20 
minutes. 
 
1. How long have you been supervising X? 
2. Since you have been supervising x, how much continuing professional 
development or training have they engaged in and how has it influenced their 
skill levels? 
3. How well does X engage in clinical and case management supervision to 
improve their skills as a PWP? 
4. What other methods does x use to improve their practice? 
5. What do you think distinguishes an average PWP from a really effective PWP? 
6. What do you think are the hallmark clinical and organisational skills of X? 
7. Given two equally experienced PWPs, why would one be more effective than 
the other in your experience? 
8. What features of their therapeutic delivery make x effective? 
  
That’s the end of the interview. Is there anything else that you want to add? 
 
Now that the interview has finished, are you still happy for the results to be used in the 
analysis? 
 
Thank you for participating. 
 
 
 
Appendix XVIII – Patient Health Questionnaire - 9 (PHQ-9) 
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Appendix XIX – Generalised Anxiety Disorder – 7 (GAD-7) 
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Appendix XXI – Multi-level Model 1: PHQ-9 
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Appendix XXIII – Examples of High Order and Lower Order Themes of PWPs and Supervisors in the Upper and Lower Quartiles 
Section 1: PWP Responses 
 
High order theme Lower order theme Quote 
ENGAGEMENT WITH SUPERVISION 
TO IMPROVE SKILLS 
  
Upper Quartile Checking decisions (n=3) “I find that so helpful and valuable, going through cases every week [in case 
management] to begin with it was more asking that the clinical decisions were 
correct....whereas now I feel more confident” (A) 
 
“Case management is really useful to talk through everyone that you’re seeing and 
get some reassurance that you’re doing the right thing and there’s nothing you’ve 
missed” (C) 
 
“My supervisor has got a lot more years experience than me so I tend to use her 
for cases where I’m not so sure....saving the time for the cases where I’m not so 
sure” (E) 
Being prepared and organised 
(n=2) 
“I think you’ve got to be organised for it” (B) 
 
“I usually [pull together information on] who I’m currently working with, recently 
assessed, recently discharged [other information including outcome scores] and 
present a copy of that every case management supervision to my supervisor and 
highlight which ones I’d like to discuss” (B) 
 
“With the case management it’s just a question of being organised with the format 
of the PWP supervision, taking cases in that order” (E) 
 
 
Process supervision (n=3) “With clinical supervision I try to get the most out of it through thinking of different 
ways we can use it, like by having case discussions, case presentations....role plays 
and things” (A) 
 
“Clinical [supervision] is quite useful [for] if there’s a particular case I want to 
discuss in depth” (B) 
 
“[Clinical supervision] has been useful in helping me become more reflective and to 
work as effectively as I can” (B) 
 
“Highlighting the people who aren’t engaging and discussing the reasons for 
that....is useful in case management” (C) 
 
 
Utilising supervisor’s knowledge 
(n=2) 
“I try and take her advice on board, because she’s quite experienced and will 
sometimes suggest things I’ve not thought of and I’ll think oh that’s a good 
suggestion” (B) 
 
“Getting her high intensity perspective on it and taking it down to low intensity” (E) 
 
Lower Quartile Checking decisions (n=3) “It’s good to bring up even stuff you are comfortable with just to check if there’s 
anything I’ve missed, or there’s another way of looking at a case or formulation” (Z) 
 
“[case management] is about getting through as many patients as possible in a 
short amount of time, which is basically just about checking out risk issues and 
checking you’re offering the right treatments” (X) 
 
“I think [case management] is really really helpful just because I obviously get to 
speak to a more experienced practitioner and its helpful to use them as a sounding 
board” (V) 
 
 
 
  
 
Specific clinical questions (n=3) 
 
 
“I’ve got loads of guidance on who I shouldn’t be seeing and who needs stepping 
up, and about things about the disorders we didn’t look at uni” (Y) 
 
“there are sometimes when you can feel more like this patients got really complex 
problems and I’m not sure where to send them so supervision’s been really helpful 
for that” (X) 
 
“If I do have questions about what I’m doing I can talk to my case management 
supervisor” (W) 
 
“it’s especially helpful what you’ve got patients who you might not have 
encountered before and need some extra help with” (V) 
 
“I ask specific questions about patients with their treatment” (V) 
 
 
 
 
 
 
 
 
 
 
Section 2: Supervisors responses 
 
High order theme Lower order theme Quote 
EFFECTIVE COMPONENTS OF 
THERAPEUTIC DELIVERY 
  
 
Upper Quartile 
Interpersonal skills (n=3) “She’s got a very rapid ability to engage with patients” (C) 
 
“I know this from listening to recordings and observed practice, she’s got an ability 
to engage with patients but at the same time keep the professional distance in 
from patients, she encourages....people to share information with her” (C) 
 
“She’s got a clear ability to engage with a variety of patients from all different 
walks of life as well as an ability to engage with senior officers, GPs, etc which is 
obviously important” (B) 
 
“She’s very focussed on the patient, they can pick that up from what she’s talking 
about.” (D) 
 
Clinical Skills (n=3) “[she’s good at] the listening and reflecting back, you know all the basic 
communication skills for someone who’s doing that job.” (A) 
 
“She’s got very good listening skills, she’s good at empathising with clients, she’s 
good at making summaries and feeding back to clients and checking out 
information with them” (B) 
 
“She’s very good at history taking and getting information out of people and uses 
open ended questions than other people that I might supervise” (B) 
 
“She’s very good at setting goals with them and realistic goals” (D) 
 
 
 
Knowledge and Understanding 
(n=2) 
“With her being analytic, having a good knowledge of theory and a good 
knowledge of the reach out materials, they’re the key things that help her” (B)  
 
“Her knowledge base [makes her effective]” (E) 
 
Lower Quartile Interpersonal Skills (n=3) “she is good at putting people at ease and trying to think from the other person’s 
perspective” (Z) 
 
“Being down to earth in a sense.....she builds [good] rapports with clients so there’s 
no sense of hierarchy or judgemental behaviours at all, she builds rapport with 
clients of different ages and backgrounds” (Y) 
 
“She has a very good therapeutic alliance” (X) 
 
Clinical Skills (n=3) “She does use quite an empathic approach” (Z) 
 
“[she is good at] putting things in a language that the other person understands” 
(Z) 
 
“[she has] a lot of empathy” (X) 
 
“She thinks about his intervention and assessment and the detail, she doesn’t jump 
in with both feet” (V) 
 
 
 
 
